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Monthly Message 


I wish to pay tribute to an intimate personal friend of almost 
30 years, Dr. Isidor S. Ravdin, who was recently appointed by 
the President as the first major general in the Army Medical Re- 
serve, a promotion and reward richly deserved. This promotion 
not only paid personal tribute to General Ravdin, but through 
him recognized the increased stature of the Medical Reserve of 
this nation. The appointment from the President was read to 


In January 1942 while visiting Dr. Ravdin in Philadelphia and 
casting about for my own role in the war, he took me to one of 
the organization meetings at the 20th General Hospital, following 
which I returned to New York with my mind made up and shortly 
thereafter was asked to help form the 9th Evacuation Hospital 


Dr. Ravdin, his wife, daughter and her husband, and a large 
group of officers and friends by General George Armstrong in 
his office on 15 February 1955. 


from the Roosevelt Hospital in New York. Dr. Ravdin was at | 


first chief of surgery and later commanding officer of the 20th 
General Hospital, which served for many months with great dis- 
tinction in the China, Burma, India Theater, and during this 
period he received his promotion to brigadier general for out- 
standing services in the theater, not only to his fellow Americans 
but to the entire ailied group. Ever since his return from the war 
he has continued his active interest as one of the consultants to 
the Surgeon General of the Army and as a member of the Armed 
Forces Medical Policy Councii, and more recently a member of 
the Council of the Assistant Secretary of Defense (Health and 
Medical), where his advice and enthusiasm have been invaluable. 
Last autumn he was elected chairman of the Board of Regents of 
the American College of Surgeons and, as some of you may know, 
he has been honored in his own home city, Philadelphia, by the 
University of Pennsylvania with a new surgical building, the 
I. S. Ravdin Institute. 


Those whose privilege it is to know Dr. Ravdin and work with 
him, will recognize at once the apt description of him which was 
the title of an article about him in the University of Pennsylvania 
Medical Bulletin, December 1954, “And Stab My Spirit Broad 
Awake,” a quotation from “The Celestial Surgeon” by Robert 
Louis Stevenson. The medical services not only of the Army but 
of all the armed forces are to be congratulated by this public 
recognition of the value of General Ravdin to us all. 


FRANK B. BERRY, M/ D. 


ii Assistant Secretary of Defense 
(Health and Medical) 
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Foreword | 


The United States Armed Forces Medical Journal is the medium for dissem- 
inating information of administrative and professional interest to all medical 
personnel of the Department of Defense. The Assistant Secretary of Defense 
(Health and Medical) and the Surgeons General of the several services invite 
all medical officers, dental officers, Medical Service Corps officers, Nurse 
Corps officers, and officers of the Veterinary Corps of the Armed Forces, and 
the medical consultants of the Army, Navy, and Air Force to submit manu- 
scripts for publication in this Journal. ' 


FRANK B. BERRY, M-. D.,. 
Assistant Secretary of Defense (Health and Medical). 


MAJOR GENERAL GEORGE E. ARMSTRONG, 
Surgeon General, United States Army. 


REAR ADMIRAL BARTHOLOMEW W. HOGAN, 
Surgeon General, United States Navy. 


MAJOR GENERAL DAN C. OGLE, 
Surgeon General, United States Air Force. 
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SEASICKNESS IN A DESTROYER ESCORT 
SQUADRON 


JOHN M. R. BRUNER, Lieutenant (MC) USNR 


SSIGNED to a group of United States Navy escort vessels in 
A the Atlantic, I was impressed by the large number of men 
disabled by seasickness during routine operations. Meas- 
ured in terms of lowered morale, impaired efficiency, and lost man- 
hours of work in moderately rough weather, an arresting problem 
existed. Ironically, though seasickness was an ubiquitous and 
recurrent disorder among squadron personnel, relatively few of the 
affected men were ever seen in sick bay. Furthermore, there was 
little information readily available concerning shipboard evalu- 
ation and management of this homely but distressing affliction. 
This report presents the results of an investigation into the fre- 
quency, predisposing factors in, and therapy of seasickness. 


MATERIAL AND METHODS 


The study was confined to Escort Squadron Fourteen: six ves- 
sels under one command. The ships are diesel-powered destroyer 
escorts constructed in 1943, Of moderate speed, but highly maneu- 
verable, they are primarily adapted for antisubmarine warfare. 
Fiberglas insulation is used throughout the living compartments, 
but is not wholly effective. Temperatures exceeding 90° F. are 
commonly observed in the living spaces in the semitropical oper- 
ating areas. Temperature control is largely manual, and no part 
of the ship is air-conditioned, 


Escort Squadron Fourteen was based in Key West for part of 
the operating years; for the remainder, in Newport, R. I. In the 
placid southern waters, seasickness was seen occasionally; in the 
northern operating areas, provocative sea conditions were the 
rule. For the most part, the ships performed essentially similar 
tasks in the same waters during the six months preceding the 
survey. Fall and winter operations in the inclement waters off 
Narragansett Bay were fresh in the memories of the majority of 
persons questioned. 


From Commander Escort Squadron Fourteen, FPO, New York, N. Y. Dr. Bruner is now 
at 4 School St., Groton, Mass. 469 








470 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 4 


A 15-item questionnaire was mimeographed for distribution 
(fig. 1). In interviews with the commanding officer of each ship, 
the objectives of the survey were discussed and his co-oper 


MOTION SICKNESS QUESTIONNAIRE U. S. S. 





The Medical Officer invites your co-operation in obtaining reliable information concerning 
the prevalence of seasickness in this Command. Please answer the questions thought 
fully, clearly, and honestly in ink or pencil. An answer to question No. 8 is not required 
unless you so desire. 


1, Name (print) - Rate or rank 





2 3. Total active military service 


4, How much sea duty have you had, roughly? ——___ 2 





5. How long have you been aboard this ship or vessels of this class? — SSE 
6. In what compartment is your berth? (Give number) ——-~—___>— 
OF > A UNC IUSUUT VRRANE) EUR ENN GS i 


8. What is your racial and/or national background? (German, Italian, Jewish, English, 
Negro, et cetera.) 





9. Do you get airsick? Never ____ Occasionally ____ Often _____ Don’t. know 
10. Or carsick? Never __ Occasionally __-_ Often _____ Only as a child —____ 
11. Do you get seasick? (Assume you do NOT take dramamine or other antiseasickness 
medicine.) 
Never — Gecasionslly __—__.._ Often. ______. Almost: always. —_____. 





If the answer to question No. 11 is “never,” skip the rest of the questions. 


12. If you take dramamine, do you get seasick? INE a a a 
Occasionally ______-_._ Often es 
13. If you use (or ever have used) dramamine, circle that number of draniamine pills 


which is approximately your daily effective dose; even if they did not help you, put a 
circle around the most you ever tried in one day. 


0 2 4 6 8 10 12 More 


14. If CORTRON 14 has an opportunity to try out a new drug for its possible value 
against seasickness, would you be willing to take part in the experiment? 
a Bae a 

15. If and when you get seasick aboard this ship, is there anything about your own 
living quarters or station which you definitely believe contributes to your being ill? 
(For example: closed space, odors, lack of fresh air, smoking, vibration, excessive 
heat or humidity, others appearing ill, et cetera.) 


Use the back of the paper for your answer and any other comments you care to make. 


Figure 1, 


ation enlisted. The questionnaires were then distributed via the 
division and petty officers, usually at morning quarters. The forms 
were collected in similar fashion during the next few days. 
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The questionnaires were returned to the investigator during the 
third and fourth weeks of January 1954, AIl the forms were tabu- 
lated by the same person. None was rejected on the grounds of 
unreliability or apparent bias, In rare cases, it was apparent that 
a small group of men working and living in the same area had 
collaborated on identical answers. However, the total number of 
ambiguous, facetious, or obviously hostile questionnaires was 
gratifyingly low (about two percent in all), especially considering 
the wide latitude of comment permitted by the method. Implicit in 
the great majority of comments was a spirit of active interest and 
co-operation, 


Of 1,100 men assigned to the Squadron, questionnaires were 
returned by 699, or 63 percent, At any given time, a significant 
proportion of a ship’s assigned complement can be expected to be 
on leave or in training elsewhere. Aside from avoiding the Christ- 
mas-leave period, the investigator took no measures to ensure a 
high response rate. 


By individual ships, the lowest rate of response was 52 percent 
of the assigned complement; the highest, 86 percent. In the latter 
case, the forms were returned in exact alphabetical order, and it 
was apparent that vigorous efforts had been directed toward se- 
curing a questionnaire from every man aboard, This vigor was 
negatively reflected by a comparative increase in the number of 
omissions and inconsistencies in the papers received. However, 
the exceptionally large sample from this ship was not charac- 
terized by any significant variation from the reported incidence of 
seasickness in the Squadron as a whole. This would suggest that 
the sample of 699 is a relatively unbiased reflection of the total 
population of the Squadron. 


In regard to seasickness, the questionnaire offered a choice of 
four answers: “never,” “occasionally,” “often,” or “almost 
always.” Incidence of seasickness is recorded in terms of these 
four classes. “Almost always” seasick is considered synonymous 
with “chronic” seasickness. 


1. INCIDENCE OF SEASICKNESS 


Of the 699 men returning questionnaires, 12.7 percent stated 
that they were habitually seasick, while 38.7 percent never were 
seasick (table 1). Among the many factors which must be con- 
sidered in evaluating this frequency of seasickness are: age of 
subject, sea experience, past history of motion sickness, position 
of berth on board ship, and the patient’s own opinion as to caus- 
ative or aggravating factors. These factors will be discussed 
separately. 
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FACTORS IN PRODUCTION OF SEASICKNESS 


Age and Seasickness. Twenty-two years was the median age for 


the Squadron. About 80 percent of the men were less than 26 years 
old. In the men under 26, there was a slight and statistically 
insignificant trend favoring diminished chronicity of seasickness 
as the men approached the age of 26, 


TABLE lL. Incidence of seasickness retorted among 699 men on 
destroyer escorts 








Cate gory Number Percent 


Never seasick 
Occasionally 
Often 

Almost always 


Not stated 


Total 


TABLE 2. Age and incidence of seasickness as recorded in 692 
questionnaires 








Never seasick Almost always 





Number 
of 
replies 






Age 






Increased experience at sea was a variable not excluded from 
the data in table 2. Of necessity, accumulation of sea experience 
was dependent upon advancing age, at least in the 18- through 25- 
year group. A marked disparity was noted when chronic seasick- 
ness in the 18- through 25-year group was compared with that oc- 
curring in men from 26 to 50 years of age. The incidence of chron- 
icity dropped by more than 50 percent. Selection, however, played 
a part in the change noted after the age of 26. Chronically seasick 
young men may not choose to grow old in the Navy. 


Sea Experience. Only 20 percent of the men in the Squadron had 
had less than 12 months’ sea duty; however, this group accounted 
for one third of the men reporting chronic seasickness, Table 3 
presents the situation of those men under 26 who were in their first 
and second tours of sea duty. A decrease in chronic seasickness 
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Past History of Motion Sickness. Table 4 shows the incidence 
of seasickness in men who as children or adults had been car- 
sick, airsick, or both. Also indicated is the incidence of seasick- 
ness among those who had no¢ experienced other types of motion 
sickness. Those who had no air experience are included in the 
latter class. 


TABLE 3. Length of sea duty and incidence of seasickness in men 
18 through 25 years of age 



















, Never Almost always 
Duration of seasick seasick Saute 
sea duty i 
(years) duty class 
Percent Number 







Percent 










Less than 1 
1 to 2 
2 to 3 








The sample was selected to minimize two extraneous factors: 
age and sea duty. With respect to age, men in their late 20’s are 
said to show increased resistance to severe seasickness,* Re 
garding nautical experience, there was an apparent alteration in 
the incidence of seasickness during the first year of duty afloat. 
Accordingly, the sample in table 4 includes only those men under 
26 with at least 12 months’ sea experience. 


The class of men with a history of car sickness or airsickness 
included less than one third of the men in the sample. Within 
this class, however, were 70 percent of the chronically seasick 
men, Of the men in this class, less than one in 10 was immune 
tc sickness at sea. On the other hand, when the men who had 
never experienced car or airsickness were considered, about half 
were completely unaffected by seasickness. 


Seasickness and Berthing Compartments. Of the men in the 
survey, 505 were berthed in the three after-living compartments 
of the ships. Among the three compartments there was no sig- 
nificant variation with respect to the numbers of men “never,” 
“occasionally,” “often,” or “almost always” seasick. 


The pooled incidence of chronic seasickness in the three after 
compartments was compared with that reported in the forward 
berthing compartment, In the forward compartment, ‘the incidence 
of chronic seasickness was significantly higher, although this 
compartment was roughly the same distance forward from the 
center of the ship as the three other living compartments (con- 
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sidered as a unit) were aft. However, young, nonrated men in the 
deck division were generally assigned to the forward berthing 
compartment. The after compartments were populated largely by 
rated men and strikers with greater sea experience. Already noted 
is the effect of accumulated sea duty upon reported incidence of 
chronic seasickness. Accordingly, the high incidence of chronic 
seasickness in the forward compartment was probably due, in 
part, to selection.* 


Analysis of the data with respect to place of work on the ship 
was not considered profitable due to small samples and numerous 
variables, However, the frequency of adverse comments from 
close, restricted areas such as Combat Information Center and 
Radio Central was impressive, 


Patients’ Evaluation of Factors. Participants in the survey 
were requested to comment concerning those attributes of their 
living quarters or place of work believed to contribute to their 
tendency to become seasick. The attributes and the number of 
persons noting each are recorded in table 5, (The following ex- 
amples were mentioned in the question itself: closed space, 
odors, lack of fresh air, smoking, vibration, excessive heat or 
humidity, and others appearing ill.) Table 5 may throw some light 
on which aspects of creature comfort are considered important 
by shipboard personnel, though they may not necessarily con- 
tribute to seasickness. Particularly significant, however, is the 
fact that these items are, by definition, those which personnel 
aboard the ships consciously link with seasickness, 


This part of the report may be summarized as follows: A ques- 
tionnaire regarding seasickness was returned by 699 of 1,100 
men in a destroyer escort squadron. About one of every eight 
was “almost always seasick,” and only about 39 percent claim- 
ed they never were seasick, The others, about half the total 
group, were “often” or “occasionally” sick. This finding was 
related to age, years of sea experience, and past history of 
motion experience, in that a higher incidence of seasickness 
apparently occurred in younger men with less sea experience and 
a history of motion sickness in the past, 


Il. PREDISPOSING FACTORS 


Chinn? has delineated the significant differences between 
civilian and military motion sickness and their implications. 
In civilian medicine, motion sickness is usually a short-term 
inconvenience. In the military, however, the patient is a hazard 
to himself, to the effectiveness of training operations, and to the 
success of the command operation. This is true of any branch of 


ccameaaiaiatiaale 
*Men with less than one year of sea duty comprised 45 percent of those in the forward 
compartment, as compared to only 20 percent of those in the after compartment. 
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Type of factor 
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to question No. 15 in questionnaire 





Specific factor cited 





Odors Smoking 


[ 


(Vol. VI, No. 4 


military service in which the performance of duty involves expo- 
sure tc conditions productive of motion sickness; however, the 
significance of motion sickness in the naval service is partic- 
ularly striking. Unlike the airman, for example, the sailor does 
not necessarily secure respite from motion in a matter of hours, 
In addition to being his place of work, the ship is virtually the 
seaman’s home for weeks and months, 


TABLE 5. Contributory factors in seasickness, compiled from 385 answers 


specific factors 


' 
Number of Total 





























| 45 
Diesel fumes 26 
Cooking odors; smell of food 15 | 
Proximity of mess deck and 
living compartments 3 
| Working in galley when sea 
is rough 1 
Inadequate personal cleanliness 2 
N poe 
ot specified 38 130 
Ventilation Lack of fresh air 114 114 
1 
Living accom- Closed space; small compartments 50 
modations | Restricted space at duty station 2 52 
eRe a Sapa aa eS Se 1 
Temperature Excessive heat | 23 
Excessive heat or humidity 20 43 
= 1. = _| ss i po NBs 
| 
Ship’s motion Vibration 17 17 
Food Certain foods during rough weather; 
greasy foods, pork, sausage, | 2 
Ship’s motion during eating i 
*The meals” 1 4 
ca nena mise 
Miscellaneous Others appearing ill or vomiting 14 
factors Thinking about seasickness 2 
Noise 3 
Lack. of sleep 2 
Hunger 1 
| *General atmosphere” I 
“The sea air and breeze” 1 
Excessive use of liquor the 
night before sailing 1 25 











es ee nae a 
Total 385 
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The development of seasickness is associated with a logical 
progression of well-known signs. Subjective visceral uneasiness 
is closely followed by generalized sweating and pronounced 
facial pallor, Nausea proceeds apace, and frank vomiting ulti- 
mately occurs, Vomiting is a convenient endpoint for certain 
motion sickness studies, It is, however, too rigid a measure of 
disability for the crew aboard a highly-organized fighting ship 
wherein continuing individual initiative is of vital importance, 
Very early in the progress of the motion sickness syndrome there 
occurs a subjective change that is of far greater significance. 
This change consists of an alteration from a positive to a decided 
negative attitude, 


For the moment, conjure up a patrol vessel bobbing on the 
Atlantic frontier. It is nominally peacetime. A radarman striker, 
mesmerized by the abundant tracery of his ’scope, awaits an en- 
emy he really doesn’t expect to find. (“Intense interest... may 
hold symptoms of seasickness in abeyance.”*) The radarman is 
vaguely uneasy. (“In the Navy, mild forms of seasickness are 
usually ignored ...”*) Finally, the watch is relieved. The hypo- 
thetical striker picks up his training manual, (“Reading is usually 
difficult and ambitious reading programs planned for a trip usually 
are never carried out.”*) His last cigarette tastes even worse 
than the one before. He lays aside the manual, goes below, and 
“flakes out.”* 


Interest in work, study for advancement, and reconstructive 
enjoyment of leisure hours are the results of gratuitous productive 
endeavor. Individual endeavor beyond the narrow limits of pre- 
scription is the life’s blood of a dynamic organization. This vital 
fluid, diverted in the earliest phases of seasickness, courses 
but feebly (if at all) throughout the hours and days of distress 
at sea, 


INDIVIDUAL SUSCEPTIBILITY 


Individual variation in susceptibility to seasickness may 
conveniently be considered in three classes: 


1. Those who are never subject to seasickness, however 
adverse the conditions encountered aboard escort type vessels 
in peacetime. 

2. Those subject to seasickness occasionally or often. 


3. Those who invariably become seasick with the mildest 
provocation. 

*Seasickness incidence among radarmen, and strikers in radar: “*never,” 23 percent; 
“occasionally,” 39 percent; “often,” 10 percent; “almost always,” 28 percent, compared 
to 39, 39, 10, and 12 percent, respectively, among all crewmen of destroyer escort 
squadron. 
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The present data (based on returned questionnaires) indicate 
that about 40 percent of young men are in class 1: those who are 
never seasick, There may be no sharp definition between class 1 
and class 2, Experienced investigators consider it likely that 
almost all persons can be made sick if the kind, intensity, and 
duration of motion is adequate.” Overall, class 2 includes about 
50 percent of the men in the under 26 age group. 


Class 3, chronic seasickness, is the smallest of the three 
divisions. Here are found the remaining 10 percent of the popu- 
lation. Class 3 may be considered as having two divisions, each 
of about equal size. One is continuous with class 2, The other 
comprises those men who most likely will remain seasick to 
some degree throughout the entire span of their sea duty, no 
matter how mild the provocation or how adequate the therapy. 
Two to six men in 100 may fall into this group, although the 
small size of the present sample permits no more than a cal- 
culated guess, It is very likely that these men will also have a 
history of car sickness as a child, or of car or airsickness as 
adults, 


In the group as a whole, therefore, susceptibility to seasick- 
ness may be regarded as a spectrum. Incidence of seasickness 
will vary as the product of provocative stimuli and individual 
susceptibility. In the formula, however, susceptibility is not a 
constant; it is, to a considerable degree, a function of the present 
and past experience of each man, 


Figure 2, a schematic interpretation of this hypothesis, pre- 
sents those factors considered to influence movement from one 
class of seasickness to another, These factors fall into two 
groups: (1) those effecting changes in a matter of minutes or 
hours, and (2) those producing results over a period of months or 
years, Each factor may further be classified according to whether 
it bears a negative or positive value with respect to aggravation 
of motion sickness, 


ENVIRONMENTAL FACTORS IN MOTION SICKNESS 


The sine qua non of motion sickness is acceleration. This is 
not only the chief stimulus in the motion sickness equation, but 
is also a prime factor altering individual susceptibility. 


Not all types of acceleration provoke the characteristic re- 
sponse of seasickness, With respect to linear versus angular 
acceleration, it appears that the linear (vertical) movements of 
a ship are the most distressing.* According to the type of sea 
acting upon a vessel, the vertical movements vary greatly. For 
convenience, however, movement of a given part of a ship may 
be considered in terms of a simple sine wave, recognizing that 
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this wave is actually a complex resulting from the varying in- 
fluences of pitch, roll, and scend (heave). The attributes of the 
wave are period and amplitude. The period is largely determined 
by the ship’s hull and loading characteristics, It tends to be 
constant in a given class of military vessel. Because the period 
is fixed, the amplitude (violence) of acceleration is usually 
determined by the actual pitch and roll of the ship (in degrees), 
and by the scend (in feet). 


J. 
In 2 \&, 
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Seasickness = Provocationy Susceptibility 
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Figure 2. Factors influencing movement of men from one class of seasickness 
to another. 


Assuming that linear acceleration is proportional to the dis- 
tance from the ship’s geometric center, the greater keel and beam 
lengths of the transports might be expected to result in larger 
values of acceleration in remote parts of the ship, as opposed to 
those occurring in the destroyer escort, This expectation, how- 
ever, is negated by the observation that the frequency of the 
destroyer escort’s acceleration wave approaches twice that 
found in the transports. Accordingly, there is a proportional 
increase in acceleration amplitude in a given part of the smaller 
ship. 


Although no experimental data are available on this point, it 
is believed that scend (vertical movement of the entire ship) is 
an additional factor markedly contributing to seasickness in the 
escort vessel, Because of its relatively short length (300 feet), 
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this ship has a tendency to skid down the back of a passing 
wave, enter the trough, and then rise in entirety to the crest of 
the next wave. On the other hand, a 600-foot transport similarly 
heading into the sea tends to span from crest to crest; there is 
proportionately less vertical motion of the ship’s center of 
gravity. 

Based on the foregoing considerations, the thesis is submitted 
that the linear acceleration in any part of a destroyer escort in 
mild seas approaches or exceeds that occurring in 20,000-ton 
transports during rough weather. Accordingly, conditions pro- 
voking seasickness are likely to obtain with far greater fre- 
quency aboard destroyer escort-type vessels than is the case 
on larger ships. 


A paradoxical phenomenon is reported by several of the sub- 
jects in the survey as well as by others with extensive service 
aboard destroyers and escorts. Although these men are fre- 
quently ill during heavy swells and moderate seas, they report 
an actual decrease in their propensity to seasickness, sometimes 
amounting to complete immunity, in extremely rough weather when 
green water is taken over the bridge and rolls are frequently of 
30 degrees or more. An explanation for this incongruous reaction 
may hinge on the following observation: Standing waves of rela- 
tively high frequency (several per second) often occur in the mast 
and the hull itself under extremely turbulent conditions. These 
waves are heard and felt as ominous shudders. Though quickly 
damped, that they should occur at all implies the presence of 
extremely strong, high-frequency components in the surrounding 
medium, the sea. Alexander, cited by Handford and others* sug- 
gests that the period of acceleration rather than its violence 
(amplitude) constitutes the effective motion-sickness stimulus, 
Periods of several seconds or more may be the most provocative. 
The paradox cited lends support to this thesis. The moderately 
heavy, slow, sinusoidal ground swell may be more likely to 
incapacitate the susceptibles than will a much stronger wave 
form that is broken up by high-frequency components. 


In summary, then, the shape and period of the acceleration 
wave may be more significant than its actual violence. The 
increased tendency for seasickness aboard the smaller vessel 
is probably not as much related to its extreme pitch and roll 
values per se as to its short length and small inertia. The latter 
permit significant periodic linear acceleration to occur under 
relatively mild sea conditions. 


INDIVIDUAL FACTORS IN MOTION SICKNESS 


Having examined certain attributes of the basic stimulus, let 
us turn to other factors which rapidly influence susceptibility to 
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motion sickness, Of these, change in posture is the most striking, 
It is traditional to expect some moderation of seasickness upon 
lying down, and to anticipate a recurrence upon again assuming 
the upright posture. The premise that this phenomenon is more 
than coincidental is supported by experimental data and physio- 
logic considerations, Those investigating seasickness in troops 
report a striking increase in mal de mer immediately after rev- 
eille.* Laboratory studies wherein motion sickness is induced 
by swinging show that crthostatic human pendula are distinctly 
more susceptible to swing-induced sickness than are recumbent 
persons. Physiologically, it is believed that the macula of the 
utricle of the inner ear is the prime receptor for linear accel- 
eration stimuli, In the upright posture, the macular otolith rests 
on the macular cilia. In the recumbent position, the otolith ap- 
proaches the same horizontal plane as the macula. As a result, 
in the later posture the otolith is much less strategically situ- 
ated for effective agitation of the macular cilia in response 
to vertical acceleration.* Restoration of proprioceptive righting 
reflexes on arising may also be a factor contributing to motion 
sickness,* 


Many persons susceptible to seasickness report that smoking 
and the drinking of coffee, particularly in the absence of food, 
are definite contributory factors, Visceral stimuli, especially 
the contractions or secretions of an empty stomach, may be 
considered to have a positive tendency to aggravate seasickness, 
In this category are included noxious odors and the smell of food. 
When loading diesel oil aboard the escort vessels under consid- 
eration, the fume-laden air displaced from the tanks is vented 
into the living compartments. Fumes similarly escape during 
daily soundings of the tanks. With respect to food odors, numer- 
ous men may be berthed in a compartment that is also the crew’s 
messing area and directly adjacent to the steam table. 


Enclosed space rates high on the list of factors believed to 
contribute to sickness at sea. Although the leading question 
posed in the survey may have given a spuriously high response, 
loss of visual contact with static references, such as the horizon, 
is known to enhance motion sickness, Blindfolded persons in 
swing tests, for example, show an increased incidence of 
illness,” 


If considered solely in regard to amelioration of seasickness 
aboard small ships, improved habitability is worthy of productive 
investigation. Heat and inadequate ventilation go hand in hand 
with enclosed space on the destroyer escort, especially when 
the ship “buttons up” for rough weather. The situation is aggra- 
vated further during general quarters. Men are confined for long 
periods in small compartments, particularly the radio room, com- 
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bat information center, and the code room. In none of these 
is there visual contact with the horizon; in all of them, con- 
siderable heat from electrical apparatus is added to that dis- 
Sipated by the human occupants, Conditions favoring seasickness 
are at their zenith; yet these spaces are precisely those most 
critical with respect to the effective military operation of the 
ship. 


PSYCHIC FACTORS IN MOTION SICKNESS 


In the promotion of seasickness, the part played by psychic 
factors is disputed. One view holds that “seasickness is all in 
the mind.” This opinion is invariably volunteered by those who 
have never been seasick. Although the inevitable sea story may 
indicate that the narrator has a truly impressive resistance to 
motion sickness, the anecdotal approach contributes little to 
one’s general understanding of the subject. 


At the other extreme in the opinion poll is a young man who 
had been excluded from the society of his mates because of 
certain offensive personality traits. He had six months of sea 
duty and had been severely ill much of the time. According to 
this youth, “My seasickness is caused by my lack of balance 
when the ship is rolling and pitching. My lack of balance comes 
from the fact that I have flat feet and bad legs.” 


Chinn? believed that the importance of psychic influence had 
been overestimated. Nonetheless, I have been impressed by a 
tendency for immature, dependent, highly suggestible men to 
appear among those affected most dramatically by motion. Under 
stress, such persons exhibit a proclivity for explaining inad- 
equacies of personality in terms of specific somatic defects, It 
was of interest then to find that, using a questionnaire technic, 
the Naval Medical Research Institute found no evidence to in- 
dicate a correlation between general psychosomatic complaints 
and susceptibility to seasickness. However, the Institute consid- 
ered such a questionnaire useful in screening out persons who 
would be severely affected by seasickness.* 


PROLONGED PSYCHIC CONDITIONING 


Although the six ships of Escort Squadron Fourteen are super- 
ficially alike, each has a definite “personality.” This personality 
is the composite of minor structural and functional differences 
manifest to the observer through visual, olfactory, auditory, and 
vibratory stimuli. Especially pervasive aboard a diesel ship are 
noise and vibration. One rapidly becomes accustomed to these 
continuous sensory intrusions, but their existence is rendered 
none the less real. For months on end, the ship’s inhabitants are 
steeped in this milieu of sensory stimuli. 
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It appears reasonable that a person who is subject to seasick- 
ness in such an environment may be conditioned rather quickly to 
associate the environment itself with the discomfort and depres- 
sion of motion sickness, Seasickness is such a gripping malady, 
and the external stimuli aboard ship so ubiquitous, that it does 
nof necessarily require an abnormal degree of intrinsic sugges- 
tibility for a definite lowering of the threshold of motion sickness 
to occur. This is especially true when the patient’s discomfort 
is colored with hopeless pessimism engendered by his ignorance 
of the self-ameliorating characteristics of his distressing malady, 
and accentuated through the unsympathetic attitude of his col- 
leagues and superiors. This should not be construed as a recom- 
mendation that all seasick men be put to bed and tenderly re- 
garded as sensitive plants. A few persons, otherwise useful 
citizens, seem to disintegrate under the initial impact of severe 
motion sickness. Occasionally it is prudent to indicate to such 
a man the advantage that lies in directing his attention toward 
areas extemal to his own soma as soon as possible. Toward this 
end, administrative firmness may sometimes have a higher per- 
suasive value than the medical officer’s advice and pills. 


The operation of psychic conditioning has a marked tendency 
to move a moderately susceptible person into a class charac- 
terized by an increased severity of seasickness. Once there, 
further conditioning tends to “freeze” him. Despite adequate 
motivation, the man becomes genuinely resistant to all efforts 
aimed at dislodging him from the chronically seasick class. 
An appreciation of the role of conditioning would tend to illumi- 
nate the incongruous plight of the man who “heaves whenever 
they light off the main engines.” The influence of conditioning 
has been neglected, though it has clear medical implications. 
Early finding of cases and vigorous and enlightened therapy with 
drugs may effect a significant reduction in the ultimate number 
of chronically seasick seamen. 


FACTORS RAPIDLY REDUCING MOTION SICKNESS 


The average person adapts to motion with remarkable celer- 
ity.7** Numerous men report that they are seasick only during the 
first two days at sea. Occasionally the discomfort passes in a 
matter of hours. An interlude of a week end ashore usually de 
stroys such adaptation. and the next few days at sea are again 
uncomfortable. The severity of illness and the presence or 
absence of vomiting do not appear unifomly related to adapt 
ability. One man may never vomit, yet will remain uncomfortable 
for a week or more at sea. Another may vomit on the first day and 
be completely free from symptoms thereafter. 


It appears that the labyrinthine receptors filter out, become 
fatigued, or otherwise reject periodic linear acceleration of a 
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specific frequency upon continued exposure. It has been previ- 
ously noted that certain men who are commonly seasick develop 
resistance under unusually turbulent conditions. It may be that 
periodic acceleration above a critical point of violence is asso- 
ciated with the development of more rapid saturation or resist 
ance of the linear receptors. 


The ataxia of the (sober) seafarer on dry land is legendary. 
In susceptible persons who become more or less adapted to 
acceleration, a remarkable sensation of intermittent levitation 
while sitting ashore is reported during the initial days following 
a prolonged and rough voyage. Perhaps this phenomenon is anal- 
ogous to the past pointing noted in Bérdny chair experiments, or 
to the after image associated with brilliant retinal stimulation. 


The pronounced effect of recumbency in reducing motion sick- 
ness has been noted and has definite practical applications, 
First, and when not incompatible with ship’s work, intermittent 
recumbency is a valuable prophylactic against seasickness. 
Second, it is particularly useful in association with drug therapy. 
The administration of antiseasickness drugs before getting under- 
way is desirable but overemphasized. In the person already sick 
who has neglected drug prophylaxis, lying down for 60 to 90 
minutes after medication frequently enables him to absorb the 
preparation and subsequently return to work with diminishing 
discomfort. Similarly, a stiff dose of dimenhydrinate (dramamine), 
also a useful sedative in this condition, before retiring may 
result in a day of well-being following a day of misery. 


Aboard ship, the commissary and operating departments fre- 
quently differ regarding the question of food for men standing 
night watch. Many men report the value of food as a prophylactic 
against seasickness. Some report motion sickness only upon 
arising for mid- or moming watches. In view of the combined 
influences of visceral stimuli and change in position in such 
situations, food of some sort (in addition to the time-honored 
coffee) for men standing night watch deserves consideration. 


OTHER FACTORS REDUCING MOTION SICKNESS 


Far more significant than age is the benign influence of sea 
experience on the reported incidence of chronic seasickness. 
Men who are seasick in their first months afloat may reasonably 
look forward to diminishing disability during their first tour 
of sea duty. In acquiring resistance to acceleration sickness, it 
is probable that adaptation plays a more effective role than does 
the process of aging. 


Position within the ship is generally thought to influence 
motion sickness.* The evidence that the basis for this belief is 
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more than apocryphal is not convincing. In one study, Chinn 
and others! showed that a definite decrease in vomiting occurred 
among men quartered near the center of a troopship. In a similar 
study by the same investigators, however, no correlation of sick- 
ness with berth could be shown.® In explanation of the latter find- 
ings, it was aptly noted that the subjects spent relatively little 
time in their “living” compartments except when recumbent and 
highly resistant to motion sickness. 


Aboard a destroyer escort, change in berthing compartment to 
inhibit seasickness is of limited practical value. Space is a 
premium item. The amidship spaces are devoted to heavy machin- 
ery. Moreover, in Compartments having relatively homogeneous 
populations, distance from the center of the ship is not shown to 
be correlated with an alteration in the incidence of seasickness. 
Finally, in peacetime, the assigned berthing compartment is a 
matter of convenience largely determined by the division in which 
each man works. Nonetheless, the wisdom of berthing many of 
the younger, inexperienced deckhands in the forward messhall is 
questionable. Here they are exposed to food odors, humidity, and 
excessive invasion of their limited personal privacy. Moving out 
of the messhall, however, is considered by some a privilege 
associated with advance in grade. Wholesale alteration of the 
population of this compartment must be considered in the light 
of possible adverse effects upon morale. 


The marked correlation between chronic seasickness and his- 
tory of other motion sickness (table 4) raises the question of 
screening men in regard to suitability for sea duty. Prediction on 
the basis of history alone, however, would have salient inaccu- 
racies leading to unwarranted wasting of manpower. 


lll. ASPECTS OF THERAPY 


Three major recommendations are particularly of medical con- 
cern. First, specific education of the squadron medical officer is 
necessary if he is to meet the challenge of seasickness intel- 
ligently. Although rarely appearing on standard reports, this 
illness may, in a single day, affect up to 50 percent of the men 
within the medical officer’s area of responsibility. 


The physician has insignificant bibliographic facilities aboard 
the smaller ships. The application of information and experience 
acquired by chance and osmosis comes woefully late in the phy- 
sician’s relatively brief span of sea duty. Between application 
and results is a further unfortunate period of delay. 


Valuable data are available; data painstakingly prepared 
by military agencies for military use. It is distribution that is 
deficient. Deserving of consideration is the compiling of a bulle- 
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tin conceming the management of motion sickness, to be specif- 
ically adapted for use by medical representatives afloat. The 
bulletin should be current, and it must be realistic. Toward these 
ends, infomation assembled by a central agency might be edited 
by the force medical officer in consultation with his men afloat, 


The program of education must go farther than the unit medical 
officer; to be effective, it must pervade the “grass roots”—the 
individual hospitalman. The need for enlightenment in regard to 
attitude and pharmacology is appallingly great. A hospitalman 
who summarizes his approach by saying “I have no patience 
with those (seasick) guys” is of negative assistance to the man 
genuinely seeking advice. 


With respect to pharmacology, at a shore dispensary in recent 
months, dimenhydrinate was dispensed with the homeopathic 
admonition: “Take % tablet three times a day.” Accordingly, the 
second major recommendation is a corollary of the first: Secure 
rational use of existing drugs, and improved control of seasick- 
ness will follow. Our data indicate that practices of prophylactic 
medication current in the Squadron are inadequate in regard to the 
variety of agents available but not used, in the dose of the agent 
used, in the number of susceptible persons brought under treat 
ment, and in the records maintained on those treated. This sweep- 
ing indictment reflects an unfortunate hiatus between that which 
the right hand of military medicine knows, and that which the left 
hand does. 

USE OF DRUGS ABOARD SHIP 


As Chinn? has emphasized, “the common belief that only a 
small percentage of persons are susceptible to motion is entirely 
false.” The majority of men in Kscort Squadron Fourteen had 
been seasick at one time or another. 


The survey results have been concemed entirely with the 
reported incidence of seasickness. The questionnaire did not 
attempt to evaluate the severity of illness. It is of interest, how- 
ever, that 30 percent of the men “occasionally” seasick were 
sufficiently ill to try dimenhydrinate at least once. Of these, 
some allegedly had taken as many as 10 tablets per day. Of the 
men who considered themselves “often seasick, 60 percent had 
also been moved to try this drug, Moreover, among those “often” 
ill were men known to be prostrated by seasickness in the north- 
ern operating areas, 


Until January 1954, dimenhydrinate was the only agent dis- 
pensed in the Squadron for the control of seasickness, For the 
Squadron as a whole, 83 percent of the men subject to chronic 
seasickness stated that they had received this dmg at one time 
or another. Sixty percent of those who were often seasick had 
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also used it The median dose of dimenhydrinate was four tablets 
(200 mg.) per day. 


Aboard the U. S. S. Able, interest in the prevention of seasick- 
ness was high. Through the co-operation of the hospitalman, and 
sparked by the genial enthusiasm of individual line officers, an 
active program of dimenhydrinate therapy existed. Aboard this 
ship, the median dose was eight tablets per day (400 mg,). All 
personnel subject to chronic seasickness received dimenhydrinate, 
Of the six additional men who were “often” sick, all but one 
received treatment, 


Aboard the U. S. S. Baker, in contrast, dimenhydrinate enjoyed 
a general reputation for being ineffective and undesirable, or so 
the ship’s hospitalman alleged. It is of interest that one third of 
the personnel subject to chronic seasickness had not had dimen- 
hydrinate. Of the men who were “often” ill, two thirds were sim- 
ilarly untreated. 


There is definite evidence that antiseasickness preparations 
produce adverse effects on psychomotor test scores; the decre- 
ments in test scores tend to agree with the protective capacity of 
the drug.” Drowsiness and other side effects are frequently noted. 
(In fact, “drowsiness” is rather a euphemism; “narcolepsy” is, 
for some persons, more apt.) However, no quantitative data have 
been received concerning the adverse effects of seasickness 
per se. These effects are doubtless severe. It is this observer’s 
view that the side effects of carefully administered therapy are 
by far the lesser evil. 


Controlled studies demonstrate that available preparations 
protect 50 percent to 70 percant of those susceptible to vomiting 
due to seasickness. These levels of protection are obtained with 
routine distribution of the drug. With individualized dosage, the 
record should be even better, and the balance between side ef- 
fects and control more satisfactory. Persons vary in their re- 
sponse to therapy and susceptibility to motion. There is at pres- 
ent no “magic bullet” for seasickness. In a patient responding 
inadequately to standard therapy, it is necessary that the dosage 
be patiently titrated against his susceptibility, response, and the 
provocative stimuli. Inadequate and excessive doses equally 
evoke the patient’s discouragement and mistrust, 


Various agents may be needed in the difficult cases.***"* Be- 
sides dimenhydrinate* other valuable preparations are diphen- 
hydramine hydrochloride (benadryl),**5*°'*** dextro-amphetamine 
sulfate (dexedrine),° desoxyephedrine hydrochloride (desoxyn), 
scopolamine,'*******® and meclizine hydrochloride (bonamine).’*° 
Screening studies have shown that diphenhydramine is just as 
effective as dimenhydrinate; certain persons resistant to the 
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latter might respond to the former (there has been little explora- 
tion in the field of individual variation in response); finally, 
diphenhydramine is less expensive than dimenhydrinate. It is 
strange, therefore, that the application of diphenhydramine as an 
antiseasickness medication is virtually unknown, not only with 
respect to Escort Squadron Fourteen, but among other fleet com- 
ponents and shore dispensaries as well. My experience with dimen- 
hydrinate underlines Chinn’s emphasis that the minimum thera- 
peutic dose of this agent is about 100 mg. Multiple experiments 
substantiate tradition’s respect for scopolamine in the prevention 
of seasickness; a revived application of this agent is indicated, 
Dextro-amphetamine has two distinct and valuable applications 
in the control of seasickness. On the one hand, small doses are 
remarkably effective in offsetting the severe drowsiness initially 
associated with therapeutic levels of dimenhydrinate. On the other 
hand, the mood-elevating action of dextro-amphetamine adminis- 
tered (again in small doses) with dimenhydrinate may lead to 
gratifying relief in a patient not entirely controlled by the latter 
drug. The patient may continue to experience decided visceral 
uneasiness, but, descriptively, *he just doesn’t seem to be 
bothered by it so much.” This application of dextro-amphetamine 
tends also to permit a reduction in the level of dimenhydrinate 
below that associated with disturbing oral side effects (“brassy 
mouth”), 


The impressive catalog of available weapons is not a license 
for desultory shotgun therapy. On the contrary, a simple and or- 
derly approach, consistently followed through, is the more likely 
to be associated with success, A single agent with which the 
Medical Department’s representative is thoroughly familiar is 
chosen as a base and administered in graded increments. Only if 
indicated by cautious appraisal of the patient’s primary response 
is the basic therapy joined by a second agent. If the dual approach 
fails, the base is shifted, or the augmenting agent is dropped and 
an alternate is examined, again in stepwise fashion. These are, 
of course, the ground rules of rational drug therapy. The rules 
are restated because they appear singularly neglected in the man- 
agement of seasickness. 


The approach currently recommended in the Squadron consists 
of dimenhydrinate in a starting dose of 100 mg. This is followed 
by 50 mg. every two to six hours, depending on side reactions, 
response, and sea conditions. An additional dose of 50 or 100 mg. 
before retiring is imperative for effective carry-over on arising. 
The daily dose of dimenhydrinate is increased (to 500 mg. if 
necessary) until beneficial results are obtained. Severe drowsi- 
ness is usually a problem at high levels of administration of this 
drug; however, this symptom tends to decrease in severity with 
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continued exposure to the drug. Where drowsiness is at all an- 
noying, 2.5 to 5 mg. of dextro-amphetamine accompanies the morn- 
ing dose of dimenhydrinate. Dextro-amphetamine may be repeated 
later in the day if required, though a single dose usually suffices. 
It is administered no longer than needed. Recalling that adapta- 
tion to motion tends to occur, the dosage of dimenhydrinate—and 
associated “grogginess”—may be decreased after a few days. 


It is essential that the effects of each drug be discussed with 
the patient. He must be prepared to expect side reactions, and be 
assisted in minimizing such reactions by adjustment in dosage. It 
appears that the side effects alone are not always responsible 
for a patient’s refusal to continue therapy; ignorance of what to 
expect plays a considerable part, breeding anxiety and, in turn, 
a negative reaction to continuation of treatment. Any method is 
doomed to failure unless the patient and the hospitalman (or 
physician) share an equal interest in its successful outcome. 
Perhaps the most potent synergist for the control of the resist- 
ant case of seasickness is tincture of enthusiasm, best dispensed 
by the squadron medical officer with the active assistance of the 
ship’s hospitalman. 


The third major recommendation, therefore, is the sum of the 
first two: an enlightened and optimistic approach administered 
at the level where the problem exists, Optimism without conviction 
will not suffice; it arouses the patient’s animosity as surely as 
does lack of sympathy founded on ignorance. The seasick man 
should realize he is not isolated; his disease is not abnormal. 
Moreover, it is very likely that time alone will diminish the se- 
verity of his symptoms. In the meantime, a system of medication 
can be worked out that will probably control his sickness to a 
significant degree. For best results, he should be reached early 
and treated consistently, An enlightened, respected hospitalman 
aboard ship is most strategically situated for effectively eval- 
uating and treating the seasick patient. He has a pre-existing 
two-way avenue to the patient’s immediate situation. The medical 
officer ashore has a definite, but transient, prestige value. Ther- 
apy can be evaluated and manipulated from ashore about as effec- 
tively as true seasickness can be produced on dry land. 


Provisions for dropping a man from service by reason of sea- 
sickness must be maintained. The treatment situation will never 
be uniformly ideal; the untreated or genuinely unresponsive and 
chronically seasick man is of little value to the service. For 
some, continued sea duty approaches brutality. However, one man 
discharged for motion sickness represents a loss of many thou- 
sands of dollars. Until proved otherwise, this loss may also 
represent a personal failure of the Medical Department’s repre- 


sentative. 
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SUMMARY 


Data obtained from a questionnaire answered by 699 men aboard 
an escort squadron revealed that about 13 percent of the men were 
habitually seasick, while 40 percent were never seasick. It ap- 
pears that increasing sea experience is associated with a de 
crease in incidence of chronic seasickness. Most of the affected 
subjects had had a history of air or car sickness, 


The increased tendency for the malady to appear aboard smaller 
vessels may be due to their short length and small moment of 
inertia. 


The potential value of drug therapy is not realized in the naval 
activity examined. Drawing upon previous reports and upon obser- 
vations within the Squadron, the natural history of motion sick- 
ness is discussed. It is believed that military seasickness is an 
important problem, rather neglected at the practical level. The 
problem is open to attack through improved application of existing 
knowledge and therapeutic agents. 
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OMPHALITIS AND PERITONITIS IN THE 
NEONATAL PERIOD 


LESLIE S. HOLVE, Lieutenant (MC) USNR 
FRANCIS M. SMITH, Lieutenant (MC) USNR 


natal deaths from umbilical infections occurred.’ Audion? 

and later Cullen* summarized several reports appearing 
in the late nineteenth century literature dealing with a virulent 
or epidemic type of omphalitis which apparently was related to 
puerperal sepsis. The true relationship between puerperal fever, 
umbilical infections, and the serious secondary lesion of peri- 
tonitis was not understood, however, until the work of Pasteur 
and Lister had been publicized. Yet in spite of aseptic and anti- 
septic precautions taken at the time of delivery and several 
weeks thereafter, umbilical infections continued to occur. 


iT the advent of aseptic technics, many needless neo- 


Chamberlain,’ in a review of the problem of omphalitis in the 
newborn requiring hospitalization, reported a mortality rate of 
65 percent in his series of 51 cases. This prompted him to state, 
“The incidence of fatal sequelae in the cases that do occur is 
sufficiently great to merit serious consideration of the disease 
by obstetrician, pediatrician, and surgeon.” On the other hand, 
Hunt* wrote, “Diseases of the umbilicus of the newborn infant 
are now so rarely encountered that no one individual can write 
authoritatively on the subject from personal observation.” This 
was two short years after the introduction of chemotherapeutic 
agents into the field of medicine, but before the introduction of 
antibiotics. Now that we are in the antibiotic age, Hunt’s ob- 
servation is even more applicable. 

Yet those of us who are engaged in handling the newborn infant 
are still amazed to find a relatively large number of umbilical 
infections; however, the more serious complication of peritonitis 
is seldom encountered, 


Thus, after having observed three patients with neonatal om- 
phalitis and subsequent peritonitis, we were prompted to survey 
the American literature. Because little information was found, 
we believed that these cases should be reported. 


From U. S. Naval Hospital, San Diego, Calif. 
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CASE REPORTS 


The following patients were admitted to the pediatric service 
of this hospital within a two-month period, 


Case 1. This 14-day-old female infant was admitted to the hospital 
because of: failure to gain weight since birth, fever and refusal of 
formula for two days, and an episode of vomiting on one occasion. In 
spite of what apparently was thought to be an adequate formula, the 
infant had lost weight steadily, from her birth-weight of eight pounds 
10 ounces to her weight on admission of seven pounds nine ounces. 
There had been no diarrhea. 


Physical examination revealed a well-developed but dehydrated 
female infant with a temperature of 101.8° F. The abdomen was pro- 


tuberant with a slight bluish discoloration about the umbilicus, and . 


a definite umbilical infection was noted. The skin over the abdomen 
was tense and the percussion note was tympanitic throughout. Bowel 
sounds were absent. There was no evidence of vaginal discharge. The 
rest of the physical findings were within normal limits. 


Initial laboratory studies were as follows: white blood cell count, 
26,300 per cu. mm., with 80 percent segmented neutrophils; hemo- 
globin, 13 grams per 100 ml.; routine urinalysis, negative. 


Roentgenograms of the chest revealed that the lung fields were clear, 
and the heart, aorta, and bony thorax were not remarkable. 


Two roentgenographic studies of the abdomen were done. The first 
showed considerable gas and fluid within the stomach, which was 
acutely distended. There was some gas in the small bowel and colon 
with normal distribution (fig. 1). Repeat studies were done some hours 
later, at which time the stomach was more acutely distended with both 
air and fluid, and there was less evidence of gas in the small and 
large intestine. On one film it appeared that the gas extended into 
the duodenum and through the pylorus (fig. 2). 


The impression at this time was of a congenital band or malrotation 
distal to the pylorus. 


Initial management included vigorous antibiotic treatment, gastric 
decompression by nasogastric suction, and hypodermoclysis with hypo- 
tonic electrolyte solutions. After 12 hours a lipiodol study was ob- 
tained. 

Following the injection of iodized oil the stomach remained acutely 
dilated. The fluid had been removed, however, and the stomach was 
distended with air. The oil pooled in the fundus and it was rather diffi- 
cult to examine the patient. Films taken following fluoroscopy, how- 
ever, revealed a portion of the dye had passed the pylorus and was 
traveling through the small intestine. There was no radiographic evi- 
dence to suggest the location of the partial obstruction in this infant 


(fig. 3). 
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At operation a considerable amount of cloudy, purulent fluid was 
noted within the peritoneal cavity, and a fibrinous exudate covered 
the intestine. The gastrointestinal tract was explored for evidence of 
a perforation, but none was found. In the pelvis a loculated pocket 


8 





Figure 1 (case 1), Roentgenogram showing acute distention of stomach and 
normal distribution of gas in the small bowel and colon. 


of purulent material was found, removed, and sent to the laboratory 
for smear and culture. Penicillin and streptomycin were instilled into 
the peritoneal cavity. The cultures later were reported as Strepto- 
coccus pyogenes and Escherichia coll. 


Antibiotics were administered postoperatively. In 24 hours bowel 
sounds were present and small quantities of clear surgical liquids 
were given by Levine tube. On the second postoperative day the Levine 
tube was withdrawn and oral feedings were started. Rapid and un- 
complicated improvement continued thereafter. The patient was dis- 
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charged eight days after admission with a weight of seven pounds 
six and one-half ounces. When seen at 12 weeks of age, she weighed 
13 pounds and was doing well. 





Figure 2 (case 1), Roentgenogram showing extension of gas into the duo- 
denum. Figure 3 (case 1), Roentgenogram showing iodized oil traveling 
through the small intestine after passing the pylorus. The location of the 
partial obstruction in this patient is not evident. 


Case 2. A three-week-old male infant was admitted to the hospital 
because of listlessness and loss of appetite, swelling and redness of 
umbilicus, loose stools, and abdominal distention. The abdomen was 
severely distended and the umbilicus was obviously infected and 
surrounded by induration. The initial impression was that of an acute 
omphalitis and peritonitis with secondary paralytic ileus. 


Conservative medical management, consisting of nasogastric in- 
tubation with continuous suction, was immediately started. Vigorous 
antibiotic therapy and the administration of fluids were instituted. 


The first 24 hours saw a most dramatic change in the child’s clinical 
condition on the above regimen. The abdomen became soft and flat. 
The redness about the umbilicus decreased and the state of hydration 
was much improved, but loose stools of pea-green color continued to 
be passed. After 48 hours of medical management a palpable liver 
and spleen were felt, but the umbilicus was no longer red. The child 
made a rapid and uneventful recovery. 
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ds Case 3. A three-week-old female infant was admitted to the hospital 
ed § because of fretfulness, poor appetite, abdominal distention, and fever. 
The abdomen was severely rotund and tympanitic. There was an um- 
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1 | Figure 4 (case 3), Roentgenogram showing multiple fluid levels in the small 
intestine. The increased distance between adjacent loops of bowel suggests 
. edema of the bowel wall or intraperitoneal fluid. 
; bilical infection surrounded by a purple-red skin discoloration radiat- 
1 


ing upward and outward. No organs or masses were palpable, and bowel 
sounds were not heard. 


A roentgenogram revealed multiple fluid levels in the small intestine. 
In addition, the distance between adjacent air-containing loops of 
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bowel appeared to be increased, suggesting either edema of the bowel 
wall, or more probably the presence of intraperitoneal fluid. The pro- 
peritoneal fat pad on the right was completely obliterated (fig. 4). 


The initial clinical impression was acute omphalitis with acute 
peritonitis. 


A conservative course of medical management initiated immediately 
included decompression of the stomach, large doses of antibiotics, and 
supportive therapy with fluids. The infant responded well and within 
48 hours was taking and retaining fluids given orally. Six days after 
admission she was discharged fully recovered. 


DISCUSSION 


Infections of the umbilicus and their sequelae are directly 
related to the normal anatomic and physiologic changes occurring 
in the umbilical structures of the newborn. At birth fetal circu- 
lation ceases and the umbilical structures begin to obliterate, 
Anatomically the two umbilical arteries are continuous with the 
hypogastric arteries, which arise from the internal iliac arteries 
in the pelvis, course along the posterior aspect of the abdominal 
wall on each side of the urinary bladder, and meet as paired ves- 
sels at the umbilicus. The large umbilical vein enters the ab- 
dominal cavity through the umbilicus and courses upward in the 
free margin of the falciform ligament into the liver, where it 
divides into two main branches. The larger of the two empties 
into the portal vein and the smaller continues upward as the 
ductus venosa, to enter into the inferior vena cava. The fact 
that these vessels are separated from the abdominal cavity by 
only a single layer of peritoneum and a thin, irregular layer of 
areolar tissue makes the anatomic vulnerability of the abdomen 
to invading umbilical infections at once apparent. Thus a mild 
umbilical infection only needs to extend a relatively short dis- 
tance to produce a serious peritonitis. 


The time consumed in the obliteration of these umbilical 
structures is of extreme importance in the spread of infection. 
The usual stated time for obliteration of these structures is 
five days, yet recent autopsy studies have shown that a vessel 
lumen may contain only a partially organized clot from 20 to 50 
days. Therefore final transformation of these umbilical vessels 
into complete fibrous cords will require a considerable amount 
of time. Consequently the direct spread of organisms into the 
peritoneal cavity or the blood stream via these slowly atrophying 
fetal structures is possible until about the age of six weeks 
of life. 


Sepsis from the umbilicus may be due to several pathogenic 
organisms. Audion has shown that saprophytic infection of the 
umbilicus causes a delay in healing and gives rise to an in- 
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creased liability to invasion by pathogenic organisms. Bacterio- 
logically, Str. pyogenes is the most frequently recovered organism 
from both the umbilicus wound and the blood stream. Micrococcus 
pyogenes var. aureus, Micrococcus pyogenes var. albus, E. coli, 
and Diplococcus pneumoniae are occasional invaders and are 
more likely to be found in combination than as single infective 
agents. 


Probably the most frequent mode of entry for organisms in 
primary peritonitis is the blood stream, In 1939, Ladd and others‘ 
reported a series of 67 cases of primary peritonitis and stated 
that over 50 percent of these illnesses were preceded by an 
upper respiratory infection. Of these 67 cases, however, only 
11 were reported to be under one year of age, and we could not 
ascertain whether any of these were in the neonatal period. It 
is significant that the umbilicus was not incriminated as a portal 
of entry in any of their cases. In the literature,*~ the gastro- 
intestinal tract, the transdiaphragmatic lymphatic, and the vagi- 
nal tract and fallopian tubes have all been listed as portals of 
entry in primary peritonitis. In the three patients presented 
herein, primary peritonitis followed a definite umbilical infection. 


There exists in the neonatal infant three factors that predis- 
pose to the development of a generalized peritonitis: (1) The 
lack of an adequate omentum which has not yet developed to 
a point where it can combat infection by the usual “walling off” 
process; (2) the lack of any acquired immunity to combat the 
invasion of even a minor infection; and (3) the bacteriologic 
phenomenon whereby the peritoneum can withstand to some de- 
gree the onslaught of a single infective agent but will tolerate 
only poorly the multiple infective agents. Because of these fac- 
tors, peritonitis in the newborn period must be diagnosed and 
treated early if the mortality rate is to be reduced, 


The failure to find free air under the diaphragm by radiologic 
examination was one of the strong points that led us to regard 
the two latter cases as primary peritonitis. There can be no hard 
and fast rules whereby a primary peritonitis can be differentiat- 
ed from a secondary type. 


The classical clinical picture is described by Ladd and Gross$ 
Infants exhibit crying, irritability, and restlessness. The temper- 
ature is elevated. Diarrhea is found in 50 percent of the patients, 
and vomiting is frequent. (In two of our three cases the diarrheal 
stools and the material obtained by nasogastric aspiration were 
thin, watery, and pea green in color.) Ifeither vomiting or diarrhea 
is severe or protracted, dehydration will ensue. Excessive per- 
Spiration is said to be common, although not noted in any of our 
patients. 
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On physical examination, these infants appear to be severely 
ill, The pulse is found to be rapid. The abdomen has a soft, 
“doughy” feel and some degree of distention is the rule, Rarely, 
shifting dullness may be found. Peristaltic activity may be in- 
creased early but will be diminished to absent later. The total 
white blood cell count is always elevated. The greatest con- 
fusion lies in deciding whether or not the diagnosis should be 
a secondary peritonitis due to rupture of a hollow viscus. Ap- 
pendicitis, which is one of the most common causes of secondary 
peritonitis, is rare in the neonatal period. Roentgenographic 
examination of the abdomen must be relied upon to rule out me- 
chanical obstruction of the gastrointestinal tract. The chest signs 
on physical examination and a roentgenogram of the chest should 
rule out pneumonia. 


Ideally if these illnesses can be diagnosed with any degree 
of surety as primary peritonitis, and if the additional hazard of 
surgical exploration can be avoided, the best hope lies in good 
medical management. As has been pointed out, the most likely 
bacteria is one of the streptococcal or pneumonococcal groups, 
Because specific bacteriologic diagnosis is often delayed, one 
must begin antibiotic and chemotherapeutic treatment of the 
patient before the organism or its sensitivity is known. 


An adequate regimen for management of these cases in the 
newborn period should be as follows: 


1. Whole blood (20 cc. per kilogram of body weight) should be given 
by transfusion. 


ee 


SOREN 


2. An additional 130 cc. per kilogram of body weight of fluids should | 
be administered during a 24-hour period. No more than 30 cc. per kilo | 
gram of fluids should be in the form of an electrolyte solution; the | 


remaining 100 cc. per kilogram should be a nonelectrolyte solution, 


3. Nothing should be given by mouth, and continuous nasogastric 
suction should be maintained. 


4. Antibiotic and chemotherapeutic agents should be given as fol- 
lows:'°*** (a) Six milligrams (10,000 units) per kilogram of aqueous peni- 
cillin a day should be given intramuscularly in divided doses every three 
hours. An additional 600 mg. (1,000,000 units) should be given intra- 
venously. (b) Per day, 0.2 gram per kilogram of sulfadiazine should 
be given in divided doses every four hours. This may be given intra- 
muscularly by using a five-percent sulfadiazine sodium solution in 
which each cc. contains 45 mg. (c) Per day, 5 mg. per kilogram of 
oxytetracycline (terramycin) should be given in divided doses every 
six hours. 


5. Oxygen and warmth should be administered in an “Isolette” unit. 
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6. The patient should be observed constantly and re-evaluated at 
short intervals. 

If the report of a bacteriologic culture should reveal an organ- 
ism that will not respond to the above regimen, re-evaluation and 
specific therapy should obviously be instituted. 


SUMMARY 


Although primary peritonitis was once a common infection and 
sequela in the preantibiotic and preaseptic eras, it is now sel- 
dom reported. Three cases of primary peritonitis reported here 
occurred following umbilical infections. In these cases the mode 
of entry of the causative organisms was by direct transmission 
through the umbilicus. Because the most common mode of perito- 
neal infection is now currently reported to be by hematogenous 
spread, these cases show that direct spread from an infected 
umbilical wound is still a real danger. 


The regimen for management includes blood transfusion, the 
administration of fluids, nasogastric suction, and antibiotic and 
oxygen therapy. 
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PEPTIC ULCER IN MILITARY PERSONNEL 


Management in the Outpatient Clinic 
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Pp EPTIC ulcer is one of the chief medical causes for prolonged 
hospitalization in the military service, and a frequent reason 

for separation from the service. These facts have received 
considerable study by Palmer and his associates.'~ This article 
describes a program of outpatient management of patients with 
peptic ulcers in a large basic training post and presents ob- 
servations and statistical analyses of the results. This program 
was first instituted because of the many problems encountered 
in the management of patients with ulcers in the military service. 
These include reduction of the effective strength of the command, 
the necessity for separation of some soldiers from service, and 
the need for disciplinary action in many cases, It was believed 
that it would be more economical to maintain these patients on 
duty status whenever possible. This would eliminate hospital- 
ization as a secondary gain because this is often a detriment 
to patients’ adjustment. 


METHODS 


From 1 April 1953 through 31 March 1954, personnel of the 
medical and social work clinics worked closely together in the 
diagnosis, treatment, and follow-up care of 102 patients with 
roentgenologic evidences of peptic ulcer. This group was con- 
prised of enlisted men of all ranks and with service of varying 
length. 


All patients with gastrointestinal symptoms were first examined 
in their area dispensaries and the indicated diagnostic studies, 
including an upper gastrointestinal series, were carried out. 
When a patient with a peptic ulcer was found he was referred 
to the outpatient clinic where, if indicated, further diagnostic 
procedures were requested. In the absence of complications such 
as bleeding, penetration, or obstruction, the patients were placed 
on the following regimen: 

From U. S. Army Hospital, Fort Jackson, S.C. Dr. Wise is now at the Casey Clinic, 


San Benito, Tex. 
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1. Aluminum hydroxide with magnesium trisilicate, taken 30 
minutes after each meal and at bedtime. 


‘2. Methantheline bromide (banthine bromide), 50 mg., taken 30 
minutes before each meal and 100 mg. at bedtime. 


3. One-half pint of milk taken five times a day in addition to 
the regular ration. 


4, Patients were given dietary instructions and were encour- 
aged to carefully select their food, and to avoid highly seasoned 
and greasy foods. 


5. A permanent P-3 was placed on the patient’s physical pro- 
file record with a recommendation that his assignment be to an 
installation where regular hot meals and supplemental milk ra- 
tions were available, that he be permitted to. select food from 
the regular serving line and that prolonged physical exertion 
and heavy exercise not be required. It was recommended that 
basic trainees be required to complete only an eight-week train- 
ing cycle followed by an assignment to a service school or sim- 
ilar type job. 

When it had been ascertained by the medical officer that the 
patient could be safely treated on an outpatient status he was 
referred to the medical social work officer who attempted to help 
the patient with any environmental or emotional problem which 
might be interfering with the medical treatment or aggravating 
his ulcer symptoms. Helping the patient adjust to service life 
and associated emotional difficulties was considered a part of 
the total medical treatment.‘ Patients with ulcers present many 
problems which may be ameliorated by the social worker. 


A mimeographed “milk certificate” was prepared for use at 
this installation to authorize unit commanders to requisition 
supplemental milk for such patients. These milk certificates, 
together with report of physical profile, were hand carried to 
the patient’s unit by an enlisted social work technician. 


After completing the initial medical and social work evaluation, 
the patient was returned to duty with an appointment to see the 
social worker in one week. The patient was continued in a case- 
work status for help with his personal problems or directed to 
report back to the clinic from four to six weeks for re-evaluation 
of his military adjustment. Patients were seen by the physician 
only when medical complaints were present and by the social 
work officer when it was evident that his personal adjustment 
was the primary difficulty. Patients were instructed that they 
could return to the clinic any time during regular hours for re- 
newal of prescriptions or for discussion of medical or personal 
difficulties. Patients who required hospitalization during initial 
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examination were placed on this program after minimum hospital- 
ization. 


When the patients were returned to duty, unit commanders were 
requested to complete a questionnaire concerning the patient’s 
efficiency, adjustment, and value to the Army. The average length 
of time from the first evaluation of the patients until the com- 
pletion of the questionnaire was 7.32 months. The questionnaire 
was a checklist for the patient’s immediate superior officer to 
rate his efficiency using standard efficiency-report phraseology. 
In addition, a group of questions were listed which would reflect 
the soldier’s adjustment in his unit. The basis of our evaluation 
of this program is thus dependent upon the patient’s superior 
officer’s rating of his duty capabilities and adjustment within 
the unit. 

RESULTS 


This group of 102 patients consisted of 37 enlistees and 65 
inductees both serving as cadre and trainees. The proportion 
of enlistee-inductee and cadre-trainee for those with ulcers was 
the same as the over-all ratio at this training post. Table 1 pre- 
sents graphically the length of service up to the time the patient 
was first interviewed in this study. About 55 percent of the pa- 
tients had less than four months of service. Of the 21 men with 
more than 12 months of service, eight had from five to 10 years 
of service and two had served over 10 years, 


The status of the 102 patients at the time questionnaires were 
obtained is given in table 2. The average length of time the men 
were in the units in which their efficiency was evaluated was 
seven months. High replacement rates of personnel are charac- 
teristic of training posts, and no attempt was made to decrease 
the mobility of the study group because of the diagnosis of peptic 
ulcer. When the questionnaires were completed, only 20.6 percent 
of the patients remained at this post. The only consideration 
given in duty assignment was that normally accompanying a P-3 
profile. The data in table 2 has been grouped into four sections 
to facilitate statistical computations and comparisons. In com- 
puting efficiency ratings, only group | (returned to duty status 
by medical officer) and group II (discharged from the military 
service) were considered. 


Of the 102 patients in the study, 83 were in group I and eight 
were in group II at the time the questionnaire was completed. 
The 11 patients in group III were not considered because two 
were hospitalized for other reasons (one with pulmonary tuber- 
culosis and one with arthritis), one patient had been killed in an 
accident, and on eight, follow-up data were not sufficient regard- 
ing their efficiency and adjustment to include them further. 
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The efficiency ratings shown in table 3 are based upon the 
completed questionnaires of 91 patients in groups I and II. Those 
medically discharged or administratively separated for unsuit- 
ability under the provisions of AR 615-369 were automatically 
considered to be unsatisfactory. Of these 91 patients, 81.3 per- 
cent were rated satisfactory while 18.7 percent were unsatis- 
factory. Of the 17 patients rated unsatisfactory two were in the 
stockade, two were listed as deserters, one was absent without 
leave, eight had been discharged from the service, and only four 
men were performing their duties but were rated as_ unsatisfac- 
tory by their commanding officers, 


TABLE 2, Status of 102 patients at time questionnaire was completed 

















Status | iets | Percent 
| ‘ 

Group I - Returned to duty status by medical 

officer | 
Performing duty | z | 70.6 
Expiration of term of service | 6 | 5.8 
In stockade 2 | 2.0 
Absent without leave | 1 | 1.0 
Deserter | 2 | 2.0 
Total | 83 | 81.4 

a ences 

Group II - Discharged from the military service | 
Medically discharged | 6 | 58 
AR 615-369 discharge | 2 | we 
Total | 8 | 7.8 

- anne ames ects oe a inate + in + — aenesannne 

Group III - Other causes 
Deceased (auto accident) | 1 1.0 
Pulmonary tuberculosis or arthritis 2 | 2.0 
Inadequate follow-up data 8 7.8 
Total | ll =| 10.8 





Ratings were obtained on 33 enlistees and 58 inductees. The 
major significant differences in efficiency was in the two trainee 
groups. Only 50 percent of the 12 enlisted trainees whereas 80.6 
percent of the 52 inducted trainees, were rated as satisfactory. 
This disagrees with previous studies which have inferred that 
inductees with ulcers “were poor risks for return to duty because 
of the high rate of rehospitalization.”? 
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In attempting to obtain a better idea of how these patients 
rated in adjustment after return to their units for checking by 
the unit commander the following statements were included in 
the questionnaire: (1) Unit had no knowledge of revised profile. 
(2) Needs no special consideration, (3) Wants special consider- 
ation but works well. (4) Complains constantly. (5) Extra milk 
rations and diet are too difficult to arrange. (6) Loses too much 
time from duty because of ulcer symptoms. (7) More trouble than 
he is worth to the unit. The majority of the questionnaires re- 
turned had only one of these statements checked. Of the 74 men 
rated as satisfactory on efficiency, 40.5 percent were not known 
by their unit to have had a revised profile. We assume that in 
these cases the man with an ulcer did not complain of symptoms 
and so his revised physical profile was not brought to the at- 
tention of the rating officer. Fifty-five questionnaires indicated 
that no special consideration was needed. “Works well but wants 
special consideration because of medical condition” was report- 
ed six times. “Complains constantly” was checked on only one 
questionnaire and that was on a soldier who was categorized 
as unsatisfactory. It seems significant that “extra milk rations 
and diet too difficult to arrange” was checked only twice. “Loses 
too much time from duty because of ulcer symptoms” was report- 
ed five times. On three completed questionnaires it was indicated 
that the man was “more trouble than he is worth to the unit.” 


The final efficiency rating of the soldiers with peptic ulcer 
in this study was not influenced by hospitalization when com- 
pared to the rating of those not hospitalized (table 4). A total of 
1,105 hospital days were used during the year covered by the 
study; this represents an average of 10.83 days per man in the 
study or an average of 25.70 days for each of the 30 men we hos- 
pitalized. In Palmer’s® series the average period of hospital- 
ization in over 50 percent of his patients was between four and 
seven months, and the group as a whole spent 10 percent of 
their service time in the hospital. A portion of the difference 
in length of hospitalization is probably related to the fact that 
Palmer’s series concerned patients in a general hospital who 
had more severe symptoms and complications. 


The noneffective rate for patients with ulcers at this instal- 
lation from 1 April 1953 through 31 March 1954 was 0.102 per 
thousand. The average total noneffective rate at this instal- 
lation for all injuries and diseases during the same period was 
16.52. These figures were computed by using the standard Army 
formula for noneffective rates. By comparison previously reported 
noneffective rates for patients with ulcers were 0.42 per 1,000 
troops on the average day for the period 1942-1944 and 0.32 per 
1,000 troops on the average day for the period 1937-1940.’ 
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TABLE 4. Efficiency rating of hospitalized and nonhospitalized groups* 


soe me = 


Efficiency rating 











Group l 
| Satisfactory [ Unsatisfactory | Toral 
Hospitalized 30 | 8 | 38 
Nonhospitalized | 44 | 9 | 53 
sa si — | = 
Total | 74 | 17 | 91 





*Chi-square (x?) was used to test the significance of the difference between the 
observed and the expected frequencies in fourfold contingency tables. The aull- 
hypotheses to be tested are: (1) the observed frequencies are equal to the expected 
(2) all observed proportions are equal. The obtained chi-square is .2415, whose prob- 
ability of occurrence lies between .50 and .70. The null-hypotheses are therefore 


accepted. 


Table 5 illustrates the average number of times the subjects 
were seen in the medical, social work, and mental hygiene clin- 
ics. These visits were in addition to any hospitalization. For 
purposes of comparison those with satisfactory and unsatis- 
factory ratings averaged the same number of visits to the clinics. 


TABLE 5. Average number of visits made to the clinics* 





Clinic 







Total 









Medical 
Service 






| 
Efficiency rating | 
| 


Work | Hygiene 


Satisfactory 4.50 4 I.9 6.8 
| | 
Unsatisfactory 3.6 -6 1.8 5.9 


*Tests of the significance of the differences between the means of the satisfactory 
and. unsatisfactory groups for the three types of clinics yielded totals less than 1.0." 
The probability of observing such values lies between .25 and .50. We, therefore, accept 
hypotheses that the compared means are essentially equal and that their differences 
are not significant. 





Social | Mental | 
| 
| 


The results obtained by medical treatment of these patients 
was uniformly satisfactory. About 20 percent of the patients 
remained at this post. From observation of those patients retained 
at this station and from the report of the questionnaires, their 
response to treatment was believed to be good. As has been 
previously mentioned, some of these patients were hospitalized 
initially for study but none were rehospitalized after the out- 
patient treatment program was started. No complications were 
encountered in any of the patients following the initiation of 
outpatient management. The absence of bleeding, intractable 
pain, episodes of obstruction, or other complications was strik- 
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ing. After an initial period of close observation and intensive 
treatment, many of the patients were symptom-free as a result 
of diet management alone. From the number of outpatient visits, 
it was obvious that these men did not “ride the sick book.” There 
were instances of recurrence of pain, but reinstitution of the 
medication was successful in relieving these symptoms. The 
primary factor in those few patients who continued to have com- 
plaints was emotional instability rather than recurrence of ulcer 
Symptoms. 


DISCUSSION 


Prior to the initiation of this program in April 1953, there was 
an average daily census of 25 patients with peptic ulcers hos- 
pitalized in this installation. The average daily number of pa- 
tients hospitalized during the previous year had ranged from 20 
to 35; all were housed in a single ward and were restricted to 
that ward. Many disciplinary problems arose in this group. Pa- 
tients with severe, persistent symptoms were discharged from 
the service for medical reasons. This undoubtedly had an ad- 
verse effect on the motivation of the other patients on the ward, 
The secondary gains of hospitalization were such as to militate 
against the patients’ recovery, and a behavior pattern had been 
established in those who were returned to duty which undoubtedly 
resulted in loss of efficiency. 


It is now the policy to treat these patients on an outpatient 
basis unless some complication should arise which warrants 
inpatient treatment. In many instances these patients were hos- 
pitalized initially and when the diagnosis was_ established, 
treatment was instituted in the hospital but the patients were 
returned to duty as soon as possible and treatment was con- 
tinued in the outpatient clinic. Usually no more than three or 
four patients with ulcers were in the hospital at any one time. 
Because they understood they would be returned to duty, they 
were motivated to return as soon as possible. No serious dis- 
ciplinary problems were encountered and the doctor-patient re- 
lationship was much more satisfactory. 


Many physician man-hours were saved by reducing the period 
of hospitalization and by the use of the assistance of the med- 
ical social work officer. Stress encountered in adjusting to the 
military service was often the precipitating factor in the pro- 
duction of symptoms. Frequently the patient closely identified 
himself with the social case worker, thus making it possible 
for the worker to help him with his social and military adjust- 
ments. Environmental manipulation was a positive factor in aid- 
ing the patients’ adjustment. When the social worker noted that 
the patient was not progressing satisfactorily, he was referred 
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again to the physician. This approach saved the physician time 
and still gave the patient a complete and thorough follow-up. 


Our conclusions are based on present and previous obser- 
vations. In tabulating the results comparison was made with the 
status of patients with ulcers who were previously treated at 
military installations. We believe from this comparison that the 
patients in our study made a better adjustment to military service 
than could ordinarily have been expected. The majority functioned 
efficiently in their units and were rated as acceptable by their 
unit commanders. On the whole, they presented no greater prob- 
lems than the average soldier. If patients with peptic ulcer are 
to be inducted into the service and retained on military duty, 
their initial management is of utmost importance to their future 
adaptation. If, early in the course of their military training, they 
are exposed to a situation which will encourage them to believe 
that by exaggerating their complaints they will be discharged 
from the service or receive other benefits, their adaptation will 
probably be poor. It logically follows that hospitalization should 
not be a part of the routine management in such patients and 
that separate wards should not be used to treat them. From our 
study we concluded that outpatient treatment utilizing social 
case workers is entirely feasible and better prepares these men 
for a satisfactory adjustment to military life. 


The approach to the problem of peptic ulcers might perhaps 
be different in peacetime than intime of a national emergency. If 
patients do not respond to a treatment program such as we out- 
lined we believe that they will in all probability present a con- 
tinuing problem and if a trial of duty with treatment fails perhaps 
such persons should be medically discharged. Those patients 
with ulcers and psychiatric or personality defects who do not 
respond satisfactorily to any type of management should be given 
an early administrative separation. This study did not include 
an analysis of the relationship of the duration of their illness 
to their response to treatment. It is our belief, however, that 
those patients with long-standing ulcers with recurrent symp- 
toms or complications should be evaluated promptly and separat- 
ed from the service if their response to treatment is questionable. 
This is particularly true in peacetime when the manpower situ- 
ation is less critical. This in no way invalidates the results 
which we have encountered and if patients with ulcers are to 
be retained on active duty, outpatient management is to be en- 
couraged, 


SUMMARY 


An outpatient treatment program of 102 enlisted men with pep- 
tic ulcer was established at this post. Hospitalization was not 
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a part of the treatment and was used only when medical com- 


plications arose. From data obtained from questionnaires com- 
pleted by the patients’ commanders, we have concluded that 
the majority of these men were able to perform their duties ef- 
ficiently and that they made a satisfactory adjustment in the 
military service. Outpatient treatment for such patients is en- 
tirely feasible and results in a saving of physician man-hours 
spent in the treatment of this disease. The noneffective rate 
in this group was less than that reported in previous studies, 
The outpatient treatment of patients with peptic ulcer is the 
preferable approach to this problem in the military service. 
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DR. EDWARD H. CUSHING NAMED DEPUTY TO DR. BERRY 
Dr. Edward H. Cushing of Washington, D. C., on 3 March 1955 be- 


came the first Deputy Assistant Secretary of Defense (Health and | 


Medical) when he took the oath of office in a Pentagon ceremony wit- 
nessed by Dr. Frank B. Berry and other high government officials. 


A native of Cleveland, Dr. Cushing was graduated from Harvard 
Medical School in 1923. He served as a lieutenant of field artillery 
in World War I and during World War II was an officer in the Medical 
Corps, U. S. Navy Reserve. From 1946-1952 he was assistant chief 
medical officer of the Veterans Administration for research and edu- 
cation. He is a specialist in cardiology certified by the American 
Board of Internal Medicine. 


The newly created position as deputy to Dr. Berry was established 
in accordance with one of the recommendations of the Hoover Com- 
mission on Organization of the Executive Branch of the Government. 
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CLINICAL ASPECTS OF RETROLENTAL 
FIBROPLASIA 


GEORGE L. TABOR, Jr., Commander (MC) USN 
JOHN F. SHAUL, Commander (MC) USN 
ORVILLE M. GRAVES, Jr., Lieutenant (MC) USN 


LL PREMATURE infants born at this hospital between Au- 
gust 1951 and June 1953 were studied by members of the 
departments of ophthalmology and pediatrics for evidence 

of retrolental fibroplasia. Although this brief report of their ob- 
servations offers no original contributions, the statistics pre- 
sented from a large general hospital may prove beneficial in 
analysis of this increasingly perplexing problem. 


Detailed ophthalmoscopic examination of all infants over two 
weeks old having a birth weight under five pounds were made 
weekly. Homatropine hydrobromide solution (four percent) was 
instilled in each eye every 10 minutes for four doses to obtain 
mydriasis. A sterile rubber nipple pacifier facilitated adequate 
ophthalmoscopic examination with mininial restraining. Each 
child was examined once a week for three months and thereafter 
as indicated, 


The following features of the premature fundus were frequently 
encountered and are considered to be normal: (1) Presence of 
remnants of the hyaloid canal vessel system; (2) pale optic nerve 
head and retina; (8) retinal vessels more tortuous and dilated 
than in the adult fundus; (4) the consistently gray peripheral zone 
of the retina (not to be confused with early retinal separation); 
and (5) absence of foveal light reflex. 


In addition to the above findings, remains of the pupillary 
membrane were often present, and occasionally transitory retinal 
hemorrhages were noted, presumably due to birth trauma, Al- 
though minus lenses were often needed to see the fundus well, 
this was in no way found to be correlated with retrolental fibro- 
plasia, 


For this series retrolental fibroplasia was divided into the 
following stages: 


Stage 1: Increased tortuosity and dilatation of the retinal ves- 
sels, and early neovascularity of the retina. 





From U. S. Naval Hospital, San Diego, Calif. Dr. Tabor is now at 1029 Bank of 
America Building, San Diego, Calif. 
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Stage 2: Peripheral retinal edema; more advanced neovascu- 
larity; retinal and preretinal hemorrhages; and haziness of the 
vitreous. 


Stage 3: Early retinal separation. 


Stage 4: Massive to complete retinal separation, and retrolental 
fibrous membrane. 


During this 21-month study there were 6,636 live births at this 
hospital of which 349 (5.3 percent) weighed less than five pounds 
at birth. A total of 16 cases of retrolental fibroplasia (4.5 percent) 
were discovered in this group of premature infants. 


Forty-three percent of the infants weighing less than four 
pounds developed retrolental fibroplasia. Only two infants weigh- 
ing more than 3 pounds 12 ounces developed retrolental fibro- 
plasia, the largest weighing 4 pounds 8 ounces. During the period 
of this survey an additional group of 21 cases of retrolental fibro- 
plasia falling outside the scope of this report were studied, 
These included referrals from other hospitals and those born 
before the start of this report. 


Of those infants afflicted with retrolental fibroplasia (RLF) 
the disease process was arrested in three cases in stage 1, two 
in stage 2, four in stage 3; in seven the disorder developed to 
stage 4 and these infants were considered totally blind. 


The over-all incidgnce of RLF has never been accurately 
determined. Some hospitals have reported a complete absence 
of the disease, while others have indicated an incidence rate 
as high as 75 percent in premature infants. The rate has varied 
from time to time in the same hospital and has shown marked 
variation in different hospitals in the same community. Certain 
areas of the country have reported the prevalence of this con- 
dition, but in other sections this has not occurred. The prev- 
alence of the condition, however, has been shown to be directly 
related to the degree of prematurity of the newborn infant. 


By way of comparison with another naval hospital it is of 
interest that during a period of three and a half years (1947-1950), 
no patients with RLF were discovered at the U. S. Naval Hos- 
pital, Philadelphia, Pa., by two of us (G. L. T. and J. F. §.). 
Whereas no systematic study was made during this period, all 
suspected premature infants were carefully examined ophthalmo- 
scopically, and there was excellent follow-up in the pediatric 
department during the first six months of postnatal life. One 
case of bilateral leukocoria was discovered in a full-term infant. 
One eye was removed because of the possible presence of retino- 
blastoma. On pathologic examination, however, a diagnosis of 
retinal dysplasia’ was made, 
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Most of the fundi of the prematures in this series were normal 
at the first examination at age two weeks. The earliest pathologic 
changes were observed during the third to sixth week, after which 
the disease progressed rather rapidly. Little change was seen 
after the third month of life. 










Medical and surgical complications were infrequent. One pa- 
tient developed secondary glaucoma at the age of six months 
which was relieved by a posterior sclerotomy, and, to our sur- 
prise, has since remained symptom-free. 







In the last six months of the survey the incidence decreased— 
only two new cases were found (one arrested at stage 1, the 
other arrested at stage 3). In no case under our observation did 
actual regression take place once advanced neovascularization 
or retinal separation occurred, 







Nursery surroundings and conditions were no different from 
the average premature nursery in a large civilian hospital. Small 
premature infants (below three and one-half pounds) were fed 
on an Olac formula, larger prematures on an evaporated milk 
formula (one part of evaporated milk to two parts water, with 
four tablespoonfuls of Dextro-maltose No. 1 to each 24 ounces 
of formula). All infants under four pounds were kept in incubators 
with the minimum amount of oxygen supplement necessary to 
prevent respiratory embarrassment, Infants weighing under three 
and one-half pounds were generally placed in Isolette incubators 
where high humidity could be maintained. Vitamins were ad- 
ministered in the form of Tri-visol, 0.3 cc., starting at seven 
days, then gradually increasing to 0.6 cc, This ensured an intake 
of 5,000 units of vitamin A, 1,000 units of vitamin D, and 50 mg, 
of vitamin C, Liver extract was not given intramuscularly, Aque- 
ous penicillin was administered in cases of suspected atelectasis 
and when there was a history of fetal membranes being ruptured 
prior to delivery. Small blood transfusions were given in two 
premature infants in our series because of severe anemia. 





















During the time of this clinical study and since the original 
draft of the manuscript the attention of ophthalmologists and 
pediatricians all over the world has been brought to focus on 
the role of oxygen in the etiology of retrolental fibroplasia. Many 
astute observers have made outstanding contributions in this 
field, but only a few observations will be high-lighted in this 
brief discussion. 

The medical profession is heavily indebted to Drs. Owens 
and Owens’ for their pioneer work in which they proved that 
RLF was an acquired retinopathy and not a hereditary or con- 
genital condition, Their monumental study opened the doors and 
laid the foundation for subsequent studies which have led to the 
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more enlightened and advanced state of our current knowledge 
of this distressing catastrophe in the prematurely born. 


Kinsey and Zacharias*® pointed out in 1949 that there may be 
a correlation between oxygen therapy and the incidence of RLF. 


Campbell* suggested the possibility that RLF might be due 
to oxygen toxicity related to use of high concentrations of oxy- 
gen. She reported that of those premature infants receiving high 
concentrations of oxygen 18.7 percent developed RLF, whereas 
the incidence was only 7 percent in those receiving moderate 
oxygen therapy. 


A year later Crosse and Evans*® expressed the opinion “that 
the changes in the retina in this disease are derived from a pre- 
liminary adjustment of the retina to a high oxygen tension, where- 
by the retina loses its ability to accommodate itself to a relative 
anoxia on removal to atmospheric oxygen, having acquired an 
inertia of response.” They believe that the recent onset of the 
disease is definitely related to the advent and free use of oxygen 
tents and incubators. 


Detailed clinical observations of the premature fundus under 
the influence of various concentrations and methods of adminis- 
tration of oxygen were first reported by Szewczyk.°’’ He con- 
cluded that RLF is a terminal stage of anoxic retinopathy due 
to insufficient oxygen supplement to the infant; to the sudden 
removal of the premature from high to low oxygen concentration; 
or to the constant change from high to low concentrations of 
oxygen. 


Recent reports®~*® have furnished evidence which is nearly 
conclusive that RLF is due to an abnormal response of the retina 
of the premature infant to a relative state of hypoxia. The highest 
incidence rate occurs in the premature infants of low birth weight 
(under 1,500 grams) who have been subjected to high concen- 
trations of oxygen (60-80 percent) in incubators and then removed 
suddenly to normal atmospheric oxygen (21 percent). 


Recent experiments in newborn animals**~** have produced a 
retinopathy pathologically similar to that found in retrolental 
fibroplasia. The pathologic picture of RLF is essentially that 
of neovascularization due to proliferation of the retinal capil- 
laries. Invasion of the vitreous ensues with subsequent cica- 
trization, contracture, and retinal detachment, terminating in a 
complete retrolental membrane and total blindness. 


It must not be concluded that relative hypoxia is the sole 
cause of retinopathy of prematurity. Investigators are of the 
unanimous opinion that there must be continuing studies to de- 
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termine the influence of other factors, We are in complete agree- 
ment with Ingalls and Purshottam’ that factors such as electro- 
lyte balance and respiratory enzymes in the newborn infant, 
temperature, and humidity need further investigation. 


Nearly all observers and investigators in this field believe 
that: (1) premature infants should be given only that amount of 
supplementary oxygen necessary to prevent cyanosis and re- 
spiratory distress, preferably under 40 percent; (2) the infant 
should be given supplemental oxygen for the minimal period of 
time; and (3) withdrawal of the premature infant from an environ- 
ment of high concentrations of oxygen to one of normal atmos- 
pheric oxygen should be a gradual process, It has been sug- 
gested’*® “that premature units be provided only with tanks con- 
taining 40 percent oxygen and 60 percent nitrogen so that the 
danger of excessive oxygen concentrations can be completely 
prevented,” 


SUMMARY 


Premature infants should be observed during the first three 
months for the development of retrolental fibroplasia, making 
due allowance for those features normally seen in a premature 
fundus. The earliest pathologic changes were observed during 
the third to sixth week in this series, 


The incidence of retrolental fibroplasia appears to be a direct 
function of prematurity. Sixteen cases were discovered among 
349 infants weighing less than five pounds. However, only two 
were infants weighing more than 3 pounds 12 ounces, This dis- 
order developed in 43 percent of those infants weighing less 
than four pounds at birth. 


Although retrolental fibroplasia may become arrested at any 
stage of development, in no case was definite regression of the 
disease observed in this study once advanced neovascularization 
or retinal separation occurred. No correlation between the inci- 
dence of retrolental fibroplasia and myopia was noted, 


Retinopathy of prematurity is due to an abnormal response 
of the retina of the premature infant to a relative state of hy- 
poxia. The highest incidence rate occurs in the premature infants 
who are brought rapidly from an environment of high oxygen ten- 
sion to normal atmospheric conditions. 


Premature infants should be given only that amount of sup- 
plemental oxygen compatible with normal respiration and sur- 
vival, preferably under 40 percent, and for the briefest possible 
time. They should be gradually weaned from high oxygen con- 
centrations to normal oxygen tension in air. 
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It has become mandatory for all premature nurseries to be 
equipped with a standard and acceptable oxygen analyzer, and 
all nursery personnel should be trained in its proper use. 
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POSTGRADUATE COURSE AT WALTER REED 


A short postgraduate course in gastroenterology and metabolism 
with special emphasis on military applications will be held at Walter 
Reed Army Hospital, Washington, D. C., 9 through 13 May 1955, The 
course, designed to keep Army medical officers in outlying installations 
abreast of recent medical advances and to keep the health of Army 
personnel at a high level, is offered to both active and inactive duty 
medical officers as well as physicians from other governmental 
agencies, medical officers of the Navy and Air Force, and civilian 


physicians. 
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VASOPRESSIN (PITRESSIN) IN DIURESIS OF 
RENAL INSUFFICIENCY 


Studies in Patients With Hemorrhagic Fever 


JAMES C. SYNER, Captain, MC, USA 
ROBERT MARKELS, Captain, MC, USA 


hemorrhagic fever have been described by Pruitt and 

Cleve.* Copious flow of urine of low specific gravity is 
characteristic of the diuretic phase of renal insufficiency com- 
plicating this disease. These authors report the occurrence of 
this complication in 60 percent of their patients. During the 
height of diuresis a 24-hour output of urine of eight to 12 liters 
is not uncommon, and one patient observed by us had a 24-hour 
output of 14 liters. 


This study was designed to determine the ability of vasopressin 
(pitressin), the posterior pituitary antidiuretic factor, to effect 
tubular resorption of water and to increase the specific gravity 
of urine in patients with diuresis of low specific-gravity urine. 
Such a study would aid in identifying the pathogenesis of this 
phase as one of renal tubular defect or of absence or diminution 
of the antidiuretic factor from the posterior pituitary gland. 


The combined evidence from laboratory findings and clinical 
observations brought about the question of the role of the pitui- 
tary in diuresis which simulates that of diabetes insipidus. Au- 
topsy findings have revealed severe hemorrhage and necrosis’ *? 
in the pituitary gland. Hemorrhage into the gland substance 
results in a compression destruction secondary to the gland’s 
confining capsule and its anatomic position in the skull. The 
findings also have suggested multiple areas of infarction second 
ary to hemorrhage and thrombosis. Clinical evidence suggestive 
of pituitary insufficiency has consisted of profound weight loss, 
marked weakness and malaise, lack of libido with impotency, 
delay in facial beard growth, and diminished 24-hour 17-keto- 


steroid excretion. 


Ti CLINICAL, epidemiologic, and historical features of 


PLAN OF STUDY 
Eight patients with the confirmed diagnosis of hemorrhagic 
fever complicated by renal insufficiency were studied. These 


From 48th Surgical Hospital, Korea. Capt. Syner is now assigned to Walter Reed Army 
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patients were voiding four to six liters of low specific-gravity 
urine daily. They had abnormal excretion of phenolsulfonphthalein 
and failed to concentrate urine on withdrawal of water. The proce 
dure was as follows: 


1, Patients were kept at bed rest in a fasting state. 
2. An indwelling catheter was inserted and the bladder emptied, 


3. Two hundred and fifty cubic centimeters of water were given every 
30 minutes throughout the testing period. The bladder was emptied 
every 30 minutes. The first specimen was discarded and succeeding 
ones were measured for volume and specific gravity. 


4, After 90 minutes of hydration as described above, one cubic centi- 
meter (20 pressor units) of vasopressin was injected subcutaneously. 


5. At 30 and 60 minutes following the vasopressin injection, urine 
specimens were collected and volume and specific gravity recorded, 


In addition to volume and specific gravity, the specimens were 
also tested for albumin. Continuous para-aminohippurate (PAH) 
and endogenous creatinine clearance, as indexes of renal plasma 
flow and glomerular filtration respectively, were carried out dur 
ing this procedure. The results of these functions before and 
after the administration of vasopressin will be reported in the 
fu ture. 


PHARMACOLOGY OF VASOPRESSIN 


An active extract of the posterior pituitary was first obtained 
in 1894 by Oliver andSchafer.* Subsequent fractionation and puri- 
fication of the crude extract has led to identification of a pressor, 
antidiuretic, oxytocic, and melanophore-depressing principle.‘ 
The antidiuretic action of this relatively crude material was 
first described in 1901 by Magnus and Schafer,* who noted the 
specific renal effect as an increase in the resorption of water 
and a consequent reduction in urinary flow. In 1928 Kamm sep- 
arated posterior pituitary extract into an oxytocic fraction called 
oxytocin (pitocin) and a pressor fraction (vasopressin). It is the 
latter which contains the antidiuretic factor.’ 


Qldham and others’ outlined the pharmacologic effects of vaso 
pressin as follows: (1) Increase in blood pressure, (2) suppres- 
sion of urine secretion, (3) stimulation of gut musculature, (4) 
constriction of blood vessels, and (5) increase in blood sugar 
due to antagonizing effect against insulin. 


Clinical and experimental studies support the view that diabe- 
tes insipidus is due to loss or diminution of the antidiuretic fac- 
tor from the posterior lobe.*’’** Gilman and Goodman’ reported 
that the hormone maintains an equable water balance by acting 
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in an antagonistic fashion to the adrenal cortex and to a diuretic 
substance in the anterior lobe. Best and Taylor® stated that re 
moval or destruction of the entire pituitary by disease does not 
lead to the development of diabetes insipidus. Others have docu- 
mented that complete hypophysectomy results only in transient 
diabetes insipidus.”*°~** The presence of a functioning anterior 
lobe, as well as the inactivation of the posterior lobe, is essen- 
tial for the maintenance of permanent diabetes insipidus. Al- 
though it is believed that the anterior lobe plays a role in water 
metabolism by secreting a diuretic substance, a specific diuretic 
factor has not yet been isolated from the anterior lobe.*® 


Significant differences between the posterior pituitary extract 
for obstetrical use (pituitrin) and the antidiuretic substance were 
observed by Ham and associates.’* They compared the anti- 
diuretic substance of human and rat urine with commercial 
posterior pituitary extract (pituitrin) with respect to (1) dialysis 
through cellophane, (2) ultracentrifugation, and (3) urinary 
chloride excretion. In these three respects the antidiuretic sub- 
stance in human and rat urine had different physical and bio- 
logic properties from those of the antidiuretic factor of the pos- 
terior pituitary extract. 


Wall** reported that the site of action of the antidiuretic factor 
of the posterior pituitary was the loop of Henle of the renal 
tubule. He further reported that the action of posterior pituitary 
extract is antagonized by xanthines and mercurial diuretics. 


DISCUSSION 


The use of extract from the posterior pituitary in the study of 
renal function is not new.**~'® Fishberg’® believed that specific 
gravity tests for renal function are the most useful tests avail- 
able. Sodeman and Engelhardt'*~'* advocated the use of posterior 
pituitary extract for a renal function test. They noted that it 
provided a concentration test without prolonged restriction of 
fluids, and gave reliable results in the presence of ascites or 
cardiac edema. They found that 10 U. S. P. posterior pituitary 
units would inhibit in 15 minutes the diuresis normally produced 
by ingestion of 1,600 cc. of water. Maximum concentration oc- 
curred within the first two hours, and in normal persons specific 
gravity varied from 1.023 to 1.040. In patients with impaired 
renal function, the maximum specific gravity was considerably 
reduced, This is in agreement with our results (table 1). In our 
patients, 1.015, which is considerably below nomal, was the 
maximum concentration. The average range was between 1.004 
and 1.008. These results indicate renal insufficiency of variable 
degrees due to tubular defect rather than to absence or diminution 
of the antidiuretic substance. 
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Pasqualini’’ believed that the measure of urine volume follow- 
ing vasopressin injection was more appropriate than the meas- 
urement of urine concentration. He reasoned that because water 
resorption is one of the principal functions of renal tubules, and 
because vasopressin acts directly on the renal tubules to pro- 
duce an increase in water resorption, this approach is a more 
direct way of estimating loss of function. When the kidney loses 
its capacity to effect water resorption, the antidiuretic hormone 
also loses its effect. He showed that normal patients had 16 to 
76 cc, (an average of 36.2 cc.) of urine output following the in- 
take of 1,000 cc. of water and the injection of 10 pressor units 
of vasopressin. In normal patients amounts higher than 80 cc. 
were never seen. In 19 nephritic patients amounts were always 
greater than 80 cc., and in some the antidiuretic effect had com- 
pletely disappeared. 


Our results are in agreement witn those reported by Pasqualini 
in 19 nephritic patients. They are indicative of renal insuffi- 
ciency of variable degrees due to tubular defect, and demonstrate 
that when the kidney loses its capacity to effect water resorption 
the antidiuretic hormone also loses its effect. Decreased or 
absent action of vasopressin was noted in all patients except 
the eighth (table 1). This patient had a sustained and marked 
gastrointestinal reaction to the vasopressin injection and the 
vomitus measured 400 cc. Even so his urine output was far in 
excess of Pasqualini’s average finding in normal persons. Find 
ings in the second patient suggest complete absence of response 
to the antidiuretic action of vasopressin injection because the 
urine volume following the injection was greater (696 cc.) than 
before (602 cc.). 


Pasqualini used the intramuscular route of administration and 
estimated that maximum response was obtained in 30 minutes. 
Therefore, he used urine volume obtained between 60 to 90 min- 
utes following injection. We used the subcutaneous route of ad- 
ministration and estimated that maximum response was obtained 
in five to 10 minutes (this estimation was substantiated by blood 
pressure response and onset of symptoms characteristic of the 
effect of vasopressin injection). Therefore, we measured the 
urine volumes obtained within the first 60 minutes. We believe 
that such close similarity in experimental design allows compar- 
ison of data for purposes of drawing conclusions. 


It is in order to question how the posterior pituitary extract, 
as a test of renal function, compares with other standard renal 
tests. Wall’? was interested in this problem and made such com- 
parative studies in a large number of normal persons and patients 
with impaired renal function. He found that the results of testing 
with posterior pituitary extract in normal persons, hypertensive 
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patients without renal failure, and patients with renal insuffi- 
ciency compared favorably with those of the Fishberg concen- 


tration and phenolsulfonphthalein tests. 
CONCLUSIONS 


In patients with hemorrhagic fever with multiple organ involve 
ment, concem arises as to the role of each, either separately or 
in combination, in producing observed abnormalities. With both 
clinical and laboratory evidence of severe pituitary involvement, 
the diuretic phase of renal insufficiency in this disease required 
clarification because of its resemblance to diabetes insipidus. 


In both urine volume (water resorption) and specific gravity 
(urine concentration) vasopressin injection failed to effect a nor 
mal response as defined by Pasqualini’s basic work. The results 
indicate: (1) Presence of renal insufficiency of variable degrees 
due to tubular defect; and (2) loss of the kidney’s capacity to 
effect water resorption or urine concentration, resulting in loss of 
the antidiuretic hormone’s effect. 
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NEW HEMOGLOBIN STANDARD 


The National Research Council announces that clinical laboratories 
are invited to participate in a field trial for use of certified standard 
solutions of cyanmethemoglobin for use in hemoglobinometry. The 
objective would be the establishment of a uniform hemoglobin standard, 
available nationally which, with a single method of analysis, will per- 
mit comparable results from month to month and in all parts of the 
country. The minimum requirement for participation is agreement to: 


1. Report actual photometric readings of three standard solutions as 
routinely performed. 


2. Answer a simple questionnaire on the influence of various factors 
on the results of the hemoglobin determinations which will assist the 
council in its long-range plans for making this standard available on a 
national scale. 


3. Co-operate in the analysis and reporting of (a) an unknown solu- 
tion of cyanmethemoglobin, and (b) an unknown sample of blood. 


Distribution without charge will be made to civilian laboratories by 
the College of American Pathologists, 203 North Wabash Avenue, 
Chicago, IIl.; to military and government laboratories by the Army Medi- 
cal Service Graduate School, the Navy Bureau of Medicine and Surgery, 
the Air Force Surgeon General’s Office, and the Veterans Administra- 
tion; and to laboratories in Canada through the Division on Medical 
Research, National Research Council, Ottawa, Ontario, Canada. Labor- 
atories desiring to co-operate are requested to apply now to the dis- 
tributing agency with which they are most closely associated. 


THE CROSS-LEG PEDICLE FLAP 


GEORGE F. CRIKELAIR, Lieutenant (MC) USNR 
JOHN T. BRENNAN, Lieutenant (MC) USNR 


DVANCES in traumatic surgery and the ever-increasing num- 
bers of patients who survive the stormy initial hours after 
serious injury have led to a more detailed consideration 

of the local wound as a distinct subentity requiring special care 
to ensure the best over-all therapeutic result. One of the fun- 
damental points to be emphasized by this attention is the ne- 
cessity for early and adequate skin and soft tissue coverage 
in compound injuries of any extremity. In this connection, the 
use of the cross-leg pedicle flap in injuries of the lower ex- 
tremity merits attention. 


The end result of the healing process by which the body copes 
with acquired tissue defects that are permitted to heal by second 
intention may be a dense, adherent, avascular, often deforming 
area of scar tissue covered by a thin layer of fragile epithelium. 
The mobility and pliability of soft tissue structure needed for 
good skeletal function are lacking, and the scar, by virtue of 
circulatory deficiency, is susceptible to later breakdown, It 
renders impossible any necessary reconstructive procedures, 
pending the substitution of a good skin surface.’ 


In the past, if such a defect could not be repaired immediately 
by simple suture of the wound, such repair was usually delayed 
weeks or months until the healing process, or its failure, had 
stabilized. Of recent years there has been an increasing ad- 
vocacy of earlier and even immediate skin transfer procedures 
to provide prompt coverage and protection to the injured area.’ 
This method, by making possible an earlier attack on recon- 
structive problems and avoiding the complications of poor cover- 
age, shortens the period of hospitalization and permits a more 
rapid and therefore probably more complete rehabilitation of 


the patient. 

The meticulous wound care required in any compound injury 
is even more important when direct replacement of skin and soft 
tissue is contemplated. Careful cleansing and complete, accurate 
débridement must be the first considerations of the local treat- 
ment. Following these, in clean wounds seen within the first 

From U. S. Naval Hospital, St. Albans, N. Y. 
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few hours, a definitive procedure for resurfacing the defect 
should be undertaken. In the event that skin and soft tissue 
coverage is needed but that an immediate, large-scale procedure 
is deemed inadvisable due to poor general condition of the pa- 
tient or to the necessity first to delay the proposed pedicle, it 
is well to remember that a split-skin graft will provide a better 
and more effective dressing than any artificially devised, If 
doubt exists as to the possibility of wound contamination due 
to the length of the interval before treatment, or in the presence 
of gross contamination at the time of injury, it is safer, after 
immediate débridement and dressing, to defer any further pro- 
cedures four to 10 days, and to close or graft the wound second- 
arily at that time. Should the wound become infected, however, 
vigorous treatment must be instituted for this complication and 
all measures for re-establishing skin coverage postponed until 
it has completely subsided, In instances where the initial post- 
injury coverage is insufficient; where there is considerable scar 
tissue which is subject to repeated injury, ulceration, and break- 
down; or where further local operative procedures must be done, 
for example, to repair bone or tendons, later coverage with a 
pedicle flap may be needed to supply healthy skin and subcu- 
taneous tissue which will be nourished by its own blood supply. 


TYPES OF PROCEDURES 


There are three general means of resurfacing such injuries 
on the legs: free grafts, local pedicle flaps, and pedicles from 
a distance.’ The free graft, though technically the easiest, is 
limited in its application by failure to provide soft tissue re- 
placement. Local pedicle flaps, of use in selected cases, are 
impractical in the majority due to a lack of sufficient uninjured 
tissue capable of rotation in the area immediately adjacent to 
the injury. The pedicle from a distance then remains as the only 
source of adequately vascularized skin and soft tissue to replace 
that which was lost. Sites for these include the opposite leg, the 
arm, the abdomen, and the thoraco-epigastric region. Each has 
its indications, but the cross-leg procedure—because it provides 
adequate normal tissue to cover all but the most massive defects; 
because it often does so in one operation, eliminating the staged 
“jumps” and attendant increase in time and hazard of some of 
the other methods; and because it permits a comfortable and 
easily maintained position during the period of attachment of 
the pedicle—is the most generally applicable method for leg 


defects. 
The history of the cross-leg flap procedure has been well 


reviewed by Stark.‘ Hamilton’ of Buffalo, N. Y., in 1854, was 
the first to achieve a successful transfer by this method. His 
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operation, on a 30-year-old laboring man who had chronic ulcer- 
ation of the right lower leg at the site of previous injury, was 
undertaken in stages: first by surgically elevating the flap, and 
then, several weeks later, by suturing it to the site of the defect, 
The present technic, basically the same, has been evolved over 
the years by the addition of various refinements aimed at in- 
creasing the facility and safety of the procedure. The more sig- 
nificant advances include improvement of the so-called “delay” 
procedures, preoperative application of the plaster casts, and 
the use of split-skin grafts to cover the pedicle donor site. The 
technic to be described is a standard one for which we claim 
no share in originating. It has been employed in a number of 
cases over the past two years at this institution with uniform 
success, 


PRELIMINARY PLANNING AND PROCEDURES 


Careful planning of the entire procedure is the first fundamen- 
tal of the successful cross-leg transfer. The surgeon must know 
before the incision is made exactly what he will accomplish at 
each stage. He must know precisely the area and amount of tis- 
sue which will be used for the pedicle, and he must establish 
its suitability from the standpoint of circulation and position. 
Uncertainty on any of these points should strongly counsel delay 
because it carries with it an increased risk of destroying the 
most valuable source of coverage and thereby rendering later 
steps much more difficult and time consuming. 


The first step in the planning is the selection of the donor 
site for the pedicle. This must provide an adequate area of 
completely normal tissue in an accessible part of the donor limb, 
which should ideally be left with the least possible secondary 
deformity. From the standpoint of vascularity the medial aspect 
of the calf and the anterior aspect of the thigh have been shown 
to be the most suitable;*’* however, it must be emphasized that 
through the use of sufficient “delay procedures” pedicles may 
be raised from any site and based in any direction, even retro- 
grade, on the limb. The so-called “delay procedures” consist 
of staged elevations of the pedicle over a period of several 
weeks for the purpose of increasing the circulation through its 


base before the actual transfer (fig. 1). 


Once the general area has been selected, the exact outline 
of the flap should be accurately mapped preoperatively. This 
involves measurement of the defect to be filled. In an old injury, 
because the area to be covered may enlarge somewhat after the 
excision of scar tissue, the pedicle should be planned slightly 
larger than the defect. In outlining this area it is convenient 
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to cut a strip of adhesive tape to the size of the proposed flap. 
The most suitable donor area can then be determined empirically 
by approximating the legs in various positions and testing their 
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Figure 1. Diagrammatic sketches of the “delay procedures” in preparing the 
pedicle to cover the defect shown in figure 7. (A) The flap is outlined on 
the leg; the four corners are marked with silver nitrate. (B) The incisions 
are made as shown by the heavy lines; the pedicle, indicated by stippling, 
is elevated from the deep fascia; the incisions are sutured. (C) About two 
weeks later the distal end is incised and undermined as marked. (D) Tracing 
the previous incisions, the entire flap is undermined and elevated, the 
blood supply through the attached base being adequate. The flap is now 
ready for the actual transfer procedure. 


relative practicability with the adhesive tape strip (fig. 2). 
Points to be especially noted include the presence of sufficient 
tissue; the avoidance of tension, torsion, and pressure; and a 
comfertable cross-leg position which will not interfere with ex- 
cretory function. Upon fulfillment of these requirements the area 
selected for the pedicle is outlined with dye and the salient 
points marked with silver nitrate introduced intradermally on 
a fine hypodermic needle (fig. 3). 


After accurate delineation of the flap and sufficient “delay 
procedures” have been accomplished (if needed) to assure ade- 
quate circulation to the flap, it is advantageous to apply the 
plaster casts to each leg preoperatively. The position to be 
maintained by each limb is determined using the adhesive strip, 
and the casts designed accordingly. This permits easier ap- 
plication of the casts because the patient is able to assist in 
holding the desired position, and in the operating room it will 
mean greater speed and efficiency as well as less hazard to the 
pedicle. As described by Stark,* a window is left in each cast, 
exposing the donor and recipient sites of the pedicle. The legs 
are not, however, attached in the cross-leg position until after 
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the completion of the operative procedure. At operation sterility 
and adequate exposure are easily achieved through proper draping 
of the areas exposed through the casts, and the only further need 
for plaster is in the fixation of the cross-leg posture. 





Figure 2. The adhesive tape is cut to the size of the intended pedicle. The 
most convenient and comfortable position is determined empirically. In this 
instance the pedicle is based in a retrograde position. (This photograph 
merely illustrates technic and is not that of the patient reported herein.) 
Figure 3. The outline of the pedicle is marked on the skin with ink and the 
four corners, two of which are visible, are marked in the skin with silver 
nitrate, 


THE TRANSFER OPERATION 


The actual transfer of the pedicle is undertaken only after 
the most careful planning has convinced the surgeon that it can 
be accomplished as designed. Because of the extent of the sur- 
gery involved it should be performed under general or spinal 
anesthesia. The pedicle is elevated first by following the pre- 
determined outline and carefully dissecting it from the underlying 


fascia (fig. 4). In this step the most meticulous technic is es- 
sential and all tension, torsion, and pressure must be avoided. 
In most cases it is best that the surgeon alone be responsible 
for all maneuvers with the flap, and that only fine hooks and 
rakes be used in handling it to avoid every possible degree of 
tissue necrosis. 
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After the pedicle has been raised, the resulting denuded area 
and the open proximal undersurface of the pedicle, to the level 
of its attachment to the defect, should be covered with a free 
split-skin graft sutured in place so as to fit snugly. This step 
is of great advantage in the postoperative care of the patient 


O @& 





Figure 4. Cross-sectional sketches of the cross-leg flap procedure. (A) The 
depth of incision and dissection off the deep fascia of the donor leg is 
shown by the heavy line. (B) The flap is elevated and left attached at its 
base. The heavy line represents the free split-skin graft which is sutured 
in place. Note how part of the graft is continued on the underside of the 
pedicle. The graft is sutured to the deep fascia at point X. (C) The legs 
are apposed, and long, black, silk sutures are placed as shown through 
the free edge of the zraft and the near side of the defect. (D) The completed 
procedure; there are no open surfaces. The defect has been covered by the 
pedicle flap and the donor site has been covered by the split-skin graft. 


because it provides, after suture of the free edge of the graft 
to the near edge of the defect, a completely closed wound (fig. 4). 
It thus eliminates an open granulating donor area with its re- 
sultant exudation and maceration, and the necessity for frequent 
dressings. 

The open area or scar tissue on the injured leg is then freshly 
excised so as to provide a complete perimeter of normal skin 


and subcutaneous tissue. This is a most important step because 
the pedicle graft will ultimately depend for its nourishment en- 
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tirely on the circulation established between it and this sur- 
rounding area. The latter must therefore provide the best possible 
conditions for augmenting this circulation. 





Figure 5. The cross-leg pedicle from the left calf in place on the right leg 
after all scar has been excised. The “windows” through which the operation 
was performed are shown. Figure 6. The pedicle in place showing the plas- 
ter casts in which the legs are immobilized for three weeks. The casts were 
applied separately preoperatively and joined together in the operating room. 
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fhe legs are next brought together and long interrupted silk 
sutures passed through the free edge of the graft and the near 
edge of the defect, completely covering the open area on the 
donor leg (fig. 4). The pedicle is then sutured into the defect 
over as much of its area as possible, using fine interrupted ab- 
sorbable subcuticular sutures. The skin edges are accurately 
approximated without tension, using fine interrupted nonabdsorb- 
able sutures. If it is remembered that it is through this interface 
that the blood supply of the flap must eventually come, the reason 
for care becomes obvious. A nonadherent bulk dressing is then 
applied and the casts fixed in the cross-leg position, using plas- 
ter bandage and braces as needed (figs. 5 and 6). 


Postoperatively the patient should be encouraged to move 
about and help himself as much as possible. To this end a tra- 
peze is essential, and a system of weights to counterbalance 
the bulk of the casts may be of assistance. The wound may be 
dressed after several days, and thereafter only dressing neces- 
sitated by local exudation (which should ideally be minimal) 
need be performed. Removal of skin sutures after seven to 10 
days is optional. Other care is routine. 


It has been established that properly applied pedicle grafts 
have sufficient peripheral circulation in three weeks to permit 
severance of the pedicle base. There are numerous tests for 
verifying this. The simplest consists in compression of the prox- 
imal end of the flap with a rubber-shod intestinal clamp. Suf- 
ficient pressure to interrupt the blood supply is maintained for 
several minutes during which time the graft is observed for color 
changes. 


Usually the pedicle can be divided in one stage and the free 
edges on both the donor and recipient legs sutured at the sare 
time. Occasionally a staged division and delayed suture of the 
cut edges is preferable. 


Following this stage the recipient limb is again immobilized 
until healing is complete. The patient is then embarked on a 
program of progressive dependency and, as conditions permit, 
advanced to graduated periods of weight bearing. During this 
entire period elastic support to both limbs is essential. The 
institution of dependency or motion befere healing is complete 
is to be avoided, and will be signaled by the appearance of blis- 
ters, blebs, hematomas, and hemorrhage beneath the grafts. 


CASE REPORT 


A 35-year-old man was transferred to this hospital about eight months 
after suffering a compound fracture of the lower right tibia and fibula 
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in an automobile accident. Immediately after the accident the leg had 
been immobilized in a plaster cast which was removed five days later. 
The wound was necrotic, infected, and slow to heal. Although the 
fractures united well, there was scarring and persistent ulceration 
of the skin with pain, edema, and discoloration of the foot. 


Figure 7. Right lower leg eight months after a compound fracture. The scar 
is thin and adherent to bone; there are two areas of persistent ulceration. 
Figure 8. Postoperative view of the right lower leg (anteromedial aspect) 
after division of the pedicle. The scarred, ulcerated area has been replaced 
by healthy skin and subcutaneous tissue. 


Figure 7 pictures the lower leg eight months after injury. On the 
anterior surface there was an area of scar extending almost from one 
m.alleolus to the other. This scar was thin, adherent to the bone, and 
ulcerated in two areas. The foot was slightly edematous and there 
was bluish discoloration on dependency. Figures 1, 4, 5, and 6 depict 
the stages in the replacement of this scar with healthy skin and subcu- 
taneous tissue by the method described. Figure 8 shows healing at 
the site of the ulcer. 


SUMMARY 


Adequate skin and soft tissue coverage is essential for proper 
treatment of compound injuries of the extremities, and is most 
beneficial if applied as early as possible. In the lower extrem- 
ities the cross-leg pedicle flap provides a convenient and ef- 
fective source of this coverage. For best results the procedure 
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must ve carefully plannec in advance and executed with the nost 
meticulous technic to protect the vitality of the tissues. iielpful 
points of procedure include the use of an adhesive-tape pattern 
in planning the flap, preoperative application of the casts, and 
the complete closure of the wound with a split-skin graft over 
the donor site and open area of the pedicle. 
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FROM THE PRESIDENT OF THE A. M. A. 


We should above all look to our own house and see that it is in 
order. As practitioners of medicine, we have dedicated ourselves to 
the service of humanity. We should remember this at all times and, in 
our private and public acts, hold that thought as a torch before us. The 
forces that threaten the free world and that are attempting to undermine 
our institutions cannot be turned back by the power of armed might 
alone. Before they can destroy us, they must corrupt us and weaken 
our moral fiber. We as physicians have an important part to play at 
this time of doubt and fear by maintaining and extending the health 
resources of our country. The problems that confront us we can solve 
if we have good will and if we rededicate ourselves to the high ideals 
of medicine. It is necessary that we solve them within the framework 
of our democracy so that our nation and its people may be strengthened 
and can meet with a united and resolute force the dangers that threaten 
us. 

—WALTER B. MARTIN, M. D. 
in Journal of the American Medical Association, 
Pp. 807, June 26, 1954 





THE NATURAL COURSE OF ACUTE 
NONSPECIFIC PERICARDITIS 


DAVID B. CARMICHAEL, Lieutenant (MC) USN 


CUTE nonspecific pericarditis has become a distinct clinical 
entity since it was described in 1942 by Barnes and 
Burchell.’ The characteristics have been extensively re- 

viewed and the clinical diagnosis is now made frequently and 
accurately. 


Interest in the possibility of late effects following acute non- 
specific pericarditis logically stems from two sources: the hope 
that study of late effects will afford some further insight into 
the cause and fundamental nature of the acute disease, and con- 
tinued interest in the cause of chronic constrictive pericarditis, 


The following characteristics may be said to describe the 
natural course: (1) It is a benign disease; (2) recurrences are 
frequent; (3) late chest pain is common; (4) constrictive per- 


carditis is apparently not a late complication; and (5) the electro- 
cardiogram may show persistent abnormalities. 


A gratifying characteristic of this condition is its benign na- 
ture. Many authors have labeled it “acute benign pericarditis” 
taking this attribute into consideration. When the diagnosis is 
established, clinicians have the happy opportunity of informing 
an anxious family that the “heart attack? so closely resembling 
acute myocardial infarction was really “a sheep in wolf’s cloth- 
ing.” 

One fatality has been reported. In 1951 McCord and Taguchi’ 
reported the case of a 52-year-old white man who developed a 
pericardial friction rub on the third day of an illness character- 
ized by anterior chest pain. Paroxysmal tachycardia occurred on 
two occasions andon the twelfth day shock supervened. When 
apparently improving on the fourteenth day the patient suddenly 
collapsed and died. He had received heparin and bishydroxy- 
coumarin (dicumarol) throughout the course of his illness and the 
prothrombin time had been maintained below 25 percent of normal. 
Autopsy revealed bilateral pleural effusion and a hemorrhagic, 
thickened, adherent pericardium with 150 cc. free blood in locu- 
lated areas in the pericardial cavity. Microscopic examination 
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demonstrated a heavy infiltrate of lymphocytes, proliferation of 
fibroblastic tissue into the fibrin and clotted blood, and some 
separation and fragmentation of cardiac muscle fibers in areas 
where the thickened pericardium was directly contiguous. Reflec- 
tion on this case in view of the report of Goldstein and Wolff* of 
hemorrhagic pericarditis during bishydroxycoumarin therapy leads 
one to wonder if this may not have actually been the process in 
this instance. 


Other reports have described patients critically ill during the 
acute phase of the illness, but in all recovery occurred eventually. 
It is a safe conclusion that the prognosis for life is excellent, 


Recurrences of acute nonspecific pericarditis are frequent 
This characteristic led Burchell‘ to use the term “acute relapsing 
pericarditis,” and articles on this phenomenon have appeared in 
both the foreign and American literature. Tomlin and associates 
reported on a patient who had 19 recurrences. Table 1 lists the 
incidence of recurrences in patients in some of the larger series 
not specifically dealing with this characteristic. Recurrences oc- 
curred in six out of 28 patients observed in this hospital and in 
the U. S. Naval Hospital, Great Lakes, Ill. 


For several years following the acute illness a large number 
of patients will complain of transient bouts of sharp, stabbing 
pain in the left side of the chest or in the shoulder. Less common- 
ly, the location is substemal and differentiation from angina 
pectoris may be difficult. In general, the pain following pericar- 
ditis is not necessarily related to effort, but is aggravated by 
deep inspiration, is unaccompanied by dyspnea and is unaffected 
by nitroglycerin. The mechanism of production of the pain is not 
known. 


All available studies indicate that constrictive pericarditis 
is not a late complication of acute nonspecific pericarditis. Many 
patients have been followed into the second and third decades 
after the original illness and I am aware of no case of chronic 
constrictive pericarditis occurring in this large group. Three case 
reports, however, merit special attention. 


CASES REPORTED IN THE LITERATURE 


In 1951 we® reported a 54-year-old woman in whom a diagnosis 
of acute nonspecific pericarditis had been made in 1946. Fluoro- 
scopic findings and roentgenograms of the chest at that time were 
considered to be within the range of normal, but four years later 
diminished amplitude of pulsations of the apical region was noted, 
Roentgenographic examinations revealed enlargement in the re- 
gion of the left ventricle and a ring of calcium surrounding the 
apex of the heart. No findings of cardiac compression were pres- 
ent and the patient was not incapacitated. 
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In 1952 Freilich’ reported the case of a 52-year-old man who 
was considered to have recurrent acute nonspecific pericarditis 
on five occasions. Roentgenographic and electrokymographic 
evidence deemed compatible with fibrosis or adhesive pericar- 
ditis was obtained. Although no findings of cardiac compression 
were observed the author suggested that this was a “midpoint” in 
the development of constrictive pericarditis and on the basis of 
this case suggested that acute nonspecific pericarditis be con- 
sidered one of the precursors of the more serious chronic con- 


strictive pericarditis. 


TABLE 1. Incidence of recurrences hare acute Se 
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0.0 
9.3 
9.7 
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11.1 
15.3 
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21 
Goyette 
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. 13 
Feder and associates 
14 
Evans 


Present series 21.4 


Total 18.6 











Rabiner and associates® recently reported the case of a 40-year 
old-man who entered the hospital with massive pericardial effu- 
Sion necessitating three pericardial taps. Because of continuing 
signs of cardiac compression, a pericardiectomy was performed 
two and one-half months after he initially came under observation. 
Several aspects of this case suggested a tuberculous cause and, 
in fact, the patient received 29 days of combined isoniazid (ny- 
drazid) and streptomycin therapy prior tooperation. Sections of the 
tissue removed at operation revealed no specific changes. 


Two facts cannot be disputed: (1) occasional cases of chronic 
constrictive pericarditis relate a history of an illness earlier in 
life suggestive of acute pericarditis or acute pleuritis, and (2) 
the cause of chronic constrictive pericarditis is often in doubt 
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These facts, however, do not warrant a conclusion of cause and 
effect. Analysis of the case reports reveals that in nearly every 
instance signs of cardiac compression followed closely on the 
heels of the acute pericarditis. This sequence does not conform 
to results docurented in the many large series of acute nonspec- 
ific pericarditis. 

Changes have been observed in the electrocardiograms several 
years after the acute illness in several instances. In five of 41 
patients changes not explained on the basis of other heart disease 
were observed.® Others have reported similar findings and Furman’ 
described the case of a physician three years after his acute ill- 
ness who demonstrated residual “coving” of T waves in leads 
II, III and V,. Godfrey*® reported residual abnormalities, and 
Goyette’? recounted one patient in his recent group in whom the 
electrocardiographic findings were abnormal at the time of dis- 
charge. Residual scarring of the subepicardial myocardium cou- 
pled with some pericardial thickening may prove to be the cause 
of these changes. 


















SUMMARY 


The natural course of acute nonspecific pericarditis includes 
the following characteristics: benign nature, tendency to recur- 
rences, late chest pain, lack of relationship to chronic constric- 
tive pericarditis, and occasional late electrocardiographic 
changes. 
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MANAGEMENT OF THE ELDERLY PATIENT 


Unfortunately, many medical men have as yet not grasped the technic 
of the management of the elderly patient. Many do not care to give the 
attention necessary for good medical treatment. Our schools certainly 
are partially at fault for not having seen the handwriting on the wall 
and recognizing the need for courses specially designed to instruct the 
medical student in the proper care of the older patient. The need for the 
development of a proper psychologic approach to the elderly patient’s 
illness is of much greater importance than the knowledge of what to do 
for his failing heart. To tell a patient he has hardening of the arteries, 
that his dizziness comes from old age, that he cannot hope to be much 
better, and that he will have to learn to live with his sickness serves 
no purpose but to make his last days more miserable and increase the 
practice of the other physician who is called in and offers lots of hope 
and encouragement along with appropriate scientific management. This 
may seem a bit exaggerated, but I can assure you it is all too often a 
fact, and the general practitioners are not always to blame. It is too 
bad that some of the leaders in our profession are so absorbed in the 
scientific management of the patient’s illness that they forget entirely 
to treat him as a personality. 

—A. HAZEN PRICE, M. D. 
in Harper Hospital Bulletin, 
p. 168, Sept.-Oct. 1954 
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A NAVAL RECRUIT ATTITUDE TEST 


HERMAN B. MOLISH, Commander (MSC) USNR 





at measuring various attitudes of young naval recruits to- 
ward the sundry problems of adjustment to military life is 
considered essential. 


T HE DEVELOPMENT of a projective test specifically aimed 






Although the usual psychiatric screening of naval recruits on 
their arrival at this training station has been effective in delin- 


eating the most evident character disorders, psychotic disturb 
ances, and psychoneuroses, the necessary brevity of such exam- 
ination by the psychiatrists could not be aimed at determining how 
the various components of a particular personality structure would 
manifest themselves in attitudes toward military life. For ex- 
ample, during this brief psychiatric screening the general impres- 
sion of a passive-dependent personality structure may be quite 
evident. However, the manner in which this character structure 
might interfere with an adequate adjustment to recruit training 
would be difficult to assess. Would the problem of adjustment 
finally appear in homesickness of an acute nature? What was the 
motivating force, conscious or unconscious, for a particular 
youth’s enlistment in the Navy? How would he react to authority? 
What would be his role in a highly masculine competitive environ- 
ment, and what would be the effect of military life upon his self- 
concept in his interpersonal relations with both his military and 
civilian peers? 






















The primary rationale of the construction of the Naval Recruit 
Attitude Test, to be described, was an attempt to measure, and 
possibly predict, the area of conflict which may occur in the ad- 
justment to routine naval recruit training. Let us consider our 
hypothetical passive-dependent recruit. In what area of adjustment 
to military life will the greatest conflict, if any, occur? Home- 
sickness may be acute and, if not the cryptic nostalgic type, it 
may subside. A much more serious conflict may occur in relation 
to his doubt of his self-adequacy and masculinity. He may begin 
to display ruminative guilt feelings about his enlistment if it was 
against the advice of his parents. His reaction to authority may 
be extremely threatening to his self-esteem, and result in rumi- 
native doubt as to his ability to learn. On the other hand, despite 
all the initial evidence of passive-dependency which he may pre- 

From U. S, Naval Training Station, Bainbridge, Md. Comdr. Molish is now assigned to 
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sent, his over-all adjustment may be worked through with a mini- 
mal amount of conflict. Furthermore, the degree and quality of 
such conflicts and the ego defenses used to resolve them are of 


Figure 1 (cards 1 through 5). The motivation for enlistment series. 


importance in determining the adequacy of a recruit for continued 
naval service. Thus, the construction of the test was aimed at 
measuring the exact areas of conflict affected in adjustment to 
recruit training. 


The present test figures were drawn in the training aids section 
of this naval training center. The scenes were depicted from a 
written description which I had submitted. Because the present 
form of the test is considered experimental, the test figures were 
reproduced from the originals by a simple duplicating process. 


THE PRESENT TEST SERIES 


In the present experimental form of the test there are 26 pic- 
tures. Unlike other thematic apperception tests,’*? these pictures 
are built entirely around the recruit training situation and the 
areas in which possible conflict may arise in adjustment to it 
The pictures are grouped in such order that several successive 
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cards aim at the uncovering of attitudes and areas of conflict in 
the various situations which arise in routine recruit training. The 
pictures are presented in serial order from 1 through 26. This 
order follows closely the sequence of events in a recruit’s daily 
adjustment in training from the time he contemplates enlistment 
(card 1) to the time he completes his training and goes aboard a 
ship (card 25). 
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Figure 2 (cards 6 through 10). The reaction to military life series. 


The series of 26 cards is grouped in such order that several 
successive cards are directed at the uncovering of attitudes and 
conflicts in a particular phase of recruit training. 


Cards 1 through 5 (fig, 1) are concerned with motivation for 
enlistment, reaction of parents to enlistment, and numerous facets 
of the interaction between the recruit and his parents in respect 
to his separation from the family. 

The initial reactions to military life from the first incident of 
imposed authority (the regulation haircut) to the effects of sepa- 
ration from the family (homesickness) are illustrated in cards 6 
through 10 (fig. 2). 

In cards 11 through 14 (fig. 3) attitudes toward military disci- 
pline and reactions to authority in a military setting are investi- 
gated. 
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Cards 15 through 18 (fig. 4) are designed to measure aspects 
of the self-concept in competitive masculine roles and to detect 


homosexual conflict. 


Figure 3 (cards 11 through 14). The authority series. 


Cards 19 through 22 (fig. 5) were primarily formulated to un- 
cover conflicts within the sexual sphere: guilt, phobic mecha- 
nisms, and masculinity-femininity conflicts. The model for card 21 
is 18MF in the Murray Thematic Apperception Test.? The male 
figure has been drawn in naval uniform. The introduction of the 
family portrait on the wall attempts to uncover guilt feelings in 
respect to the mother and father. 
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Cards 23 and 24 (fig. 6) investigate the recruit’s adjustment to 
his peers in civilian life, and cards 25 and 26 (fig. 7) study his 
orientation toward the naval service, his attitudes and conflicts 
concerning sea duty, and his reactions to stress in combat. 


Figure 4 (cards 15 through 18). The masculinity series, 


Each successive card in a particular series centers about the 
various “armatures” of daily adjustment to routine training, and 
each is designed to be more anxiety provoking than its predeces- 
sor. Thus, in the authority series (cards 11 through 14) the sub- 
ject is faced with ever-increasing threat. In card 11, the company 
commander is berating the entire company. In card 12, an indi- 
vidual recruit is being berated for some infraction of regulations. 
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Conflict increases in card 13, where the recruit is faced with a 
Captain’s mast. Finally, in card 14 he is confined to the brig, 
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Figure 5 (cards 19 through 22). The heterosexual adjustment series, 


It was hoped that such a method of presentation would enable 
us to evaluate the severity of the recruit’s reaction under an ever- 
increasing and prolonged intensification of the threatening stim- 
uli. The defenses of the ego which are mustered to cope with the 
ever-increasing conflict and their successes or failures could then 
be determined. Furthermore, each of the “armatures” of adjust 
ment could be qualitatively examined by this method, and evalu- 
ated in reference to their importance in predicting success or 
failure in adjustment to naval life. Also, the total over-all reac- 
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Figure 6 (cards 23 and 24). The civilian adjustment series. 


tion of a recruit could be assessed by his response throughout 
the entire test series. This in itself would contribute much to an 
understanding of the total personality structure and how much of 


a psychiatric hazard might be expected with continued naval 
service. 
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Figure 7 (cards 25 and 26). The reaction to combat series. 
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METHOD OF ADMINISTRATION 


The test can be given either individually or in a group of any 
size. The group administration of the test is accomplished by 
projecting the test figures on a screen with an opaque projector, 
The cards are presented in order from 1 through 26 and each is 
exposed for five minutes. The responses of each subject are 
written in a prepared booklet. The following instructions are 
given: 

In this test you will be shown a series of cards projected 

upon a screen. This test tells a story of a young man just 
like yourself and the experiences he meets from the time he 
decided to enlist in the Navy until he goes aboard ship. Your 
task is to write a story about each of the cards shown to you. 
In each of these stories be sure to describe what is happening 
in the picture, what the young man feels and thinks about the 
situation he is in, and what the final outcome will be. You 
will be allowed five minutes for each card. 


SOME REPRESENTATIVE PROTOCOLS 


The following excerpts from the protocols of the recruits have 
been selected to demonstrate the value of the Naval Recruit 
Attitude Test in disclosing various attitudes toward naval recruit 
training. 

For the sake of comparison, the protocols selected are those 
of a recruit (subject A), who eventually was discharged from the 
naval service by reason of inaptitude and with the diagnosis of 
“schizoid personality,” and those of subject B, who completed 
recruit training without any apparent difficulty. 


SUBJECT A 


In subject A, conflict centered about his enlistment is revealed 
in his associations to cards 1, 2, and 3. 


Card 1. One time there was a fellow who went downtown to 
get some clothes and to his wonder there was a sign that said 
“Join the Navy.” Like any other ordinary fellow he inquired 
about it. The man, a recruiter, talked him into joining; for as 
of now he didn’t know whatever made him sign up. He should 
have thought twice. He sometimes prays to God that he should 
have stayed out. For it is written “That I would do I would 
not do, and that that I would not do, I would do.” 


Card 2. His grandfather told him he could go if he wanted 
to, but “I don’t think you’d like it and are ready for it yet.” 
Now that time has passed, I think of these words as if to hear 
him again. Now I wished that I had listened. I won’t doubt his 
words again as long as I may live. It pays to listen to a per- 
son with experience than to experiment on yourself. 
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Card 3. “Son, I don’t want you to get into something like that 

as of yet, because you know you can’t stand anyone hollering 

at you all the time. It makes you nervous and you know that 

you lose your temper and do things you don’t mean to do. Maybe 

you are mixed up or something.” Now I know I’m mixed up; I 

can’t take orders straight and hear it. “And besides, you’d 

have to finish school, because I want you to. Don’t do those 
foolish things—they’ll get you sooner or later.” 


Psychiatric evaluation of the recruit indicated the following 
pertinent facts conceming his enlistment. The psychiatric exam- 
iner expressed the opinion that this recruit “joined the Navy some- 
what impulsively, probably because he was unhappy after his 
mother’s remarriage, was not getting along with his grandfather, 
and was dissatisfied with the drab reality of his home situation 
compared to that of his dreams.” He enlisted in the Navy “For 
completion of my high school education and the pleasure.” At the 
time of his initial examination he expressed what the psychiatrist 
described as an ‘inappropriate desire to be a chaplain.” At the 
same time the recruit reported he was bothered with nervousness 
and he felt he would have trouble making a good adjustment to the 
service. 


His reaction to card 2, in which the grandfather is given the 
substitute role of the father, is borne out by the actual findings 
in the personal history. The recruit’s parents were separated 
when he was six years of age. He then lived in several foster 
homes and on four separate occasions with his grandfather. He had 
continual difficulty in adjusting to the foster-home situations and 
also felt that his grandfather did not approve of him. His grand- 
father told him that “I am different from all my brothers. He says 
I am sneaky and untidy! I’ll walk out if I get mad, and I can’t 
stand to be hollered at or nothing.” 


In card 3 the critical attitude of the recruit’s mother toward his 
enlistment is of import. The past personal history indicated that 
he continually blamed his mother for the separation from his 
father. He gradually withdrew from the mother, and when she re- 
married he could not get along with the stepfather. When the 
mother remarried a third time, he refused to live with her, saying 
“I only wanted one father.” 


In cards 8, 9, and 10 are portrayed intense feelings of isolation 
and moodiness. Feelings of almost paranoid martyrdom are em- 
phasized in his expressions of “A man crying to himself in his 
own torture”; “You feel like a prisoner of destiny.” 


Psychiatric evaluation noted that this recruit had been inter- 
mittently depressed and considered suicide during his teen years, 
He had always been seclusive and preoccupied with grandiose 
ideas of what he would like to be. In his daydreams, he planned 
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to go to college and become a doctor or a world-history teacher, 
The moodiness and preoccupation expressed in these three cards 
is also corroborated by the company commander’s report of the 
recruit’s progress: “This man is moody and hard to observe. He is 
unclean and tries to run everyone. He is sad and depressed and 
doesn’t seem to be able to do anything right no matter how much 
instruction he is given.” 


In cards 11, 12, and 13, not only the intense reaction to author- 
ity is noted but the paranoid suspiciousness and martyrlike atti- 
tude are expressed. 


Card 11. What’s he beefing about? This is a man’s first 
mistake. I just can’t take it. What am I going to do? God, give 
me strength to get out of this place. What am I? A dog to be 
bitten by a man? This mistake he hollers at you about may 
mean reassignment or retraining and you can’t take that, not 
after all these weeks—oh, no! 


Card 12. Leave me alone, I said to myself. Why pick on me? 
The other fellows are worse than I. I asked him how I stand in 
the company and he said you’re one of the best boys in the 
company. But does he think I believe that when I read his eyes 
that said, “Turn your back and you are a dead goner." It’s 
true, he did strike me like a cobra strikes at a mongoose or 
human. He looks harmless, but poison as fast. 


Card 13. I did have some dirty clothes in my locker the first 
week. I just didn’t understand the procedure on this. So he 
takes me to battalion mast. I could see the laughter in his 
eyes—a laugh of what, I don’t know. 


In actual interviews with the psychiatrist, this paranoid suspic- 
iousness was ventilated by the recruit: “The fellows in the com- 
pany are two-faced. They will stab you in the back. I can’t explain 
it,” 

The recruit’s adjustment was totally unsatisfactory. His pro 
gress in training was poor, ‘he often argued and picked fights with 
his shipmates and responded to orders poorly and with resentment. 
He accumulated 25 demerits for deficiencies in his personal hy- 
giene and continued, even after reprimand, to be objectionably 
dirty and untidy. The psychiatric opinion was that an adjustment 
to the naval service was impossible in view of his “seclusive ego- 
centric manner of relating to people, and his attempt to compen- 
sate for his internal unhappiness by immature and boisterous 


beh avior.” 
The culmination of all the conflicts expressed by this recruit is 


adequately portrayed in cards 25 and 26 which uncover the real 
threat that sea duty and combat situations would present to him. 
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Card 25. I couldn’t stand all that water. It would run me 
crazy. The place would make me feel crowded inside. I 
wouldn’t like the sea. I can’t take the Navy now. It’s heart- 
breaking, but I just can’t. 


Card 26. I would be nervous and scared of death anyway. I’d 
probably go overboard. I can swim, but a person can last so 
long in one place, at a certain time he must move. The sea is 
for somebody he can take it, like boot camp. 


SUBJECT B 


This is a 17-year-old recruit who completed his recruit training 
without apparent difficulty. His associations to the same cards 


discussed in the case of subject A are presented below for 
comparison. 


Card 1. He thinks it over seriously, trying to cover all the 
angles. He wonders if he will like it, since so much time is 
spent at sea. He thinks he would like the life, but is a little 
shy about finding out the details from the recruiting officer. 
He thinks of what he has accomplished in the way of a voca- 
tion. He sees possible success in a Navy career, and finally 
decides to enter the office and secure all the information he 
can obtain on the new adventure. 






Card 2. He takes home information on the Navy to show his 
parents. His father is rather dubious of the idea at first, but 
is reluctant to influence his son either way. He sees good 
points and bad points, and finally tells his son that the deci- 
sion is up to him to make, since he is now a man. 


Card 3. His mother is also informed of his intentions. With 
his mother, the boy has a more difficult job in getting his other 
parent’s mind open to the idea. His mother is more emotional 
than his father, and he cannot talk man-to-man with her. He 
doesn’t want to leave home, but he cannot continue to remain 
a dependent. Although it is a difficult decision after the talk 
with his mother, he sticks to his first decision. 


Card 8. The first day was a long one, but it finally is time 
for bed. He is not too sleepy and many thoughts run through 
his mind. He wonders if it was wise, and if it is what he 
really wants. He thinks about his folks and finally drops off 
to sleep, wondering what will happen next. 


Card 9. He meets many new fellows and for a time he forgets 
all about home. But after a while, when the newness of the 
life wears off somewhat, he begins to think of home, his folks, 
and his friends. He soon finds himself wishing he were home, 
and he is not in the happy mood his friends are in. 
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Card 10. He stands watch frequently, and this gives him 
more time than ever to think. He is beginning to realize there 
is more to the Navy than he thought. This watch business is 
something new to him. He finds it hard to stay up practically 
all night, after being used to plenty of sleep while at home. 
He also realizes however, that this is part of his training, 
and it will benefit him later on. 


Card 11. He gets his first taste of Navy discipline. He finds 
that Navy chiefs are not to be trifled with. He also finds 
that it doesn’t pay to be impudent, disrespectful, or thick- 
headed. While he and his shipmates stand at attention, their 
commander hurls invectives right and left. He decides to learn 
the right way to do things, and escapes being chewed out. 


Card 12. He tries hard to do everything according to instruc- 
tions, but somehow or other he slips up. He did not mean to do 
wrong, but there it is. He receives a severe tongue lashing 
from the company commander, and feels like two cents for the 
rest of the day. He again resolves to learn one way or the 
other. 


Card 13. He is brought before the captain to receive punish- 
ment for his misdemeanor. He feels terrible, and wonders what 
they will do with him. All the while the company commander 
tells him about it. 


Card 26. After he returns from leave, he is reassigned to a 
ship. On his first voyage, the ship is hit by the enemy, and the 
order to abandon ship is given. He is terrified for a moment 
but his training saves him, and he is saved. 


It should be emphasized that nothing is known at this time about 
this recruit’s adjustment to the naval service beyond the period 
of recruit training. Although there are conflicts noted in some of 
his associations, the fact remains that he completed his recruit 
training without apparent difficulty. In spite of his rather passive 
ly dependent attitude, his homesickness, and his over-sensitivity 
to criticism by authority, he was able to make the initial adjust- 
ment to naval service. 

SUMMARY 


The primary objective of this article is to introduce the experi- 
mental form of a thematic apperception test which is unique in 
its construction and serial order of presentation. Some modifi- 
cation of the Thematic Apperception Test has already been ap- 
plied by Briggs’ in assessing naval personnel. The Naval Re- 
cruit Attitude Test however, has been specifically constructed 
for the recruit training situation as an attempt to apply a projec- 
tive technic to the measurement of the various areas of conflict 
experienced by recruits in adjusting to routine training. 
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The present test employs what is believed to be a rather unique 
device in thematic apperception tests. By the serial order of pre- 
sentation of cards centered about the various “armatures” of ad- 
justment and by successively increasing the threatening content 
of the stimuli, the reaction to ever-mounting stress is measured. 







At the present time, standardization procedures have been begun 
on the records of about 2,000 recruits who completed their recruit 
training without serious difficulty. These recruits had the test ad- 
ministered in a group form after their first week of training. This 
time was selected because after one week of training ample oppor- 
tunity to have experienced most of the situations depicted in the 
cards would have occurred. Records of a large sample of recruits 
who were discharged from the naval service by reason of unsuit- 
ability are also available for comparison and formulation of sta- 
tistically significant distinguishing criteria. The results of this 
phase of the research will be presented in a forthcoming article. 
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SICKLE CELL ANEMIA 





The abnormal hemoglobin in individuals with the sickle cell trait 
crystallizes on deoxygenation. Crystallization of reduced hemoglobin 
within erythrocytes produces relatively rigid, brittle, elongated, and 
spiculate forms which pass with more difficulty through narrower spaces 
than do normal cells. It has been demonstrated that there is a signifi- 
cant increase in the viscosity of blood in which the erythrocytes are 
sickled as compared with oxygenated blood in which the cells are of 
normal shape. Increased viscosity of the blood interferes with blood 
flow and tends to produce capillary blockade, vascular stasis and 
sequestration of red cells in the spleen and other viscera. Stasis of 
blood causes hypoxia and hypoxia in turn causes an exaggeration of 
the sickling process. 
—COLIN F. VORDER BRUEGGE 4nd L. W. DIGGS 

in Proceedings of the Fourth International Congress 
of the International Society of Hematology, p. 337 

















CARE OF DISABLED VETERANS 


BENNIE A. MOXNESS, Colonel, USAF (MC) 


EDICAL care and financial relief of the disabled veteran 
has been of concern to our country since the earliest 
colonial period. Likewise, the care of the poor, ill, or 

injured soldiers and sailors who served in the various wars have 
been a concern of European countries for several centuries. In a 
brief résumé of the problem, it is sometimes difficult to differ- 
entiate between benefits granted to the men who were disabled in 
war and those benefits conferred in general pension legislation.’ 


In England after the decay of the Feudal system, when armies 
were demobilized or when soldiers and sailors were discharged 
because of disabilities, there was nothing that these men could 
do to earn a livelihood. Thus, they became penniless, often 
becoring beggars, vagabonds, and criminals.” Many of them found 
refuge in the monasteries; but when the monasteries disappeared, 
the penniless veterans had no place in which to obtain shelter 
and food. Problems such as these led to the passage of national 


relief acts for soldiers by parliamentary session in England as 
early as 1592-1593. The original act of 1592-1593 provided that 
the expenses of this relief was to be defrayed by local taxation 
of the parishes. Later laws, of course, extended benefits to naval 
services, and other changes occurred as the years went by. 


AMERICAN COLONIAL PERIOD 


The English colonies in America introduced pension systems 
for disabled veterans almost at the beginning of the colonization. 
The pilgrims enacted a law as early as 1636, at Plymouth, which 
provided that any man sent forth as a soldier and returned maimed 
should be maintained completely by the colony during life. The 
Virginia Assembly in 1644 provided for disability, and later added 
relief of indigent families of soldiers killed or disabled. Maryland, 
in 1678, promised yearly pensions to disabled soldiers and to the 
widows and orphans of those who lost their lives in military 
service. In 1691 New York provided that any person who was 
disabled or wounded in the military service should be cured and 
maintained out of public revenue. By 1718 Rhode Island provided 
that every officer, soldier, or sailor in the colony’s service who 
was disabled should have his wounds ‘looked after and healed” 
at the colony’s charge, and should be given a pension sufficient 
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to maintain himself and dependent relatives. If the man was slain, 
his dependents were to be maintained by a yearly pension while 
unable to provide for themselves.? 


THE NATIONAL PENSION LAWS 


The pension system of the United States is said to have orig- 
inally been based on the precedent and experience of the English 
and American Colonial governments. It is interesting to note that 
the Continental Congress first promised pensions to encourage 
enlistments in the Continental army and to prevent desertions and 
resignations from the army in critical times. They probably pre- 
vented the dissolution of the army and the loss of the Revolu- 
tionary War. In all these cases the administration and payments 
of pensions were, of necessity, left to the states, as the Conti- 
nental Congress had no real executive power and no funds with 
which to make these payments. Congress first promised invalid 
pensions on 26 August 1776 to officers and men of the Conti- 
nental army and navy who lost a limb or were otherwise disabled 
in the Revolutionary War. This invalid pension amounted to one- 
half pay during life, or continuance of disability. Those who were 
not totally disabled received an adequate monthly pension, not 
to exceed one-half of their pay. Various congressional acts 
enlarged the provisions for invalid pensions and extended them 
to those members who served in the War of 1812.° Later legis- 
lation such as the Act of 3 May 1846 made provision for pen- 
sioning volunteers who were wounded or otherwise disabled in 
the service in the Mexican War. The national pension laws of 
the United States covering service in wars prior to 4 March 1861 
were called “old war” pensions, and for convenience may be 
divided into three classes: namely, (a) invalid pensions based 
on wounds or injuries received, or diseases contracted in the 
course of duty; (b) service pensions, and (c) land bounties, both 
granted for service irrespective of injuries.* 


Originally the land grant warrants were part of the contract of 
enlistment, but later laws, passed after military service was 
completed, permitted the issue of these warrants as gratuities. 
Land grants were first made by the Continental Congress from 
1776-1788, and the last act which granted bounty land grants was 
approved 3 March 1855, 


For services rendered in the Civil War (1861-1865) in the United 
States Army or Navy, or their various branches, the law provided 
two distinct systems of pensions. The general laws granted pen- 
sions for wounds or injuries received, or diseases contracted in 
service in line of duty. The pensions ranged from six to 100 
dollars per month. The other, or so-called “Dependent Pension 
Act® and amending act, granted pensions for permanent disability 
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regardless of the time and manner of origin, provided they were 
not the result of vicious habits, of from six to 12 dollars per 
month. These Civil War pensions, first provided by an Act of 
Congress, 22 July 1861, granted certain benefits to volunteers 
who may be wounded or disabled in service, but made no pro- 
visions for pensions for widows and orphans of volunteers who 
died in service. Because the application of older pension laws to 
these volunteers were considered doubtful, Congress enacted 
additional legislation to remedy these defects. After much con- 
troversy, an act known as the Arrears Act was approved 25 Jan- 
uary 1879 and 3 March 1879. This Act was the first since the out- 
break of the Civil War, which conferred on account of service in 
that war “special privileges” not applying to other military 
or naval service. Up to this time pensions had been paid only 
because of death or disability incurred in service, but following 
the Civil War, the veterans had become organized and the pension 
agents’ influence was stimulated by the rich pickings of this 
Arrears Act. Eventually, however, Civil War pensions followed 
the precedent established after prior wars. 


An amendment to the Dependent Pension Act of 1890, as 
amended 9 May 1900, provided that the soldier or sailor have 
at least 90 days’ service, an honorable discharge, a permanent 
disability from disease or otherwise not the result of his own 


vicious habit, and be so disabled as to render him unable to 
maintain himself by manual labor. 


WORLD WAR I ERA 


When war was declared against Germany in 1917 there were in 
operation under the United States Government the various retire- 
ment and general pension laws which might have been applied 
to or enlarged upon to cover World War veterans’ relief. Instead 
of following this policy, other and more scientific methods 
of extending relief were given consideration. Congress and 
various private organizations and persons considered the advis- 
ability of providing a fairer and more adequate system of relief 
for soldiers and sailors disabled in service and for their depend- 
ents. A committee was appointed for this purpose, and it drafted 
a bill which was enacted into law 6 October 1917 with some modi- 
fications. This law constituted a radical departure from the old 
system of pensions and gratuities which had been in vogue since 
the beginning of our government and which it temporarily replaced. 


One of the important and distinctive features of the Act of 6 
October 1917 was that it granted insurance to World War service- 
men against death or total permanent disability. The original 
reason that government insurance was advocated for service 
personnel was to give them an opportunity to insure against 
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death and total permanent disability without incurring the addi- 
tional insurance cost which private insurance companies would 
charge. The Veterans Bureau was created by enactment of the 
law of 9 August 1921: an act which brought all World War vet- 
erans relief acts under its jurisdiction. It also amended the War 
risk Insurance Act and removed many of the difficulties of ad- 
ministering the medical and hospital services to ex-service per- 
sons. Subsequent to World War I various changes were made in 
these laws, 


An important law enacted was the World War Veterans Act of 
1924 and its important amendments which changed the compensa- 
tion payments for active disability. Specifically, the Act of 7 
June 1924 repeaJed the War Risk Insurance Act, as amended, and 
re-enacted all laws relating to government insurance.‘ The Act 
cf 3 July 1930 authorized the President to consolidate and co- 
ordinate the activities affecting war veterans. The President 
xercised this authority 21 July 1930 when he placed all the 
activities in the Veterans Administration under an Administrator 
of Veterans Affairs. The responsibilities of the Veterans Admin- 
istration then included medical, hospital, and domiciliary care 
for veterans, administration of disability compensation and allow- 
ances, conduct of United States Government Life Insurance busi- 
ness, administration of adjusted service compensation, payment 
of emergency officers retirement, administration of Army and Navy 
pensions, payments to retired civilian employees, and admin- 
istration of funds for state soldiers bonus. 


WORLD WAR II ERA 


In the period from 1930 to the time of World War II, there was 
little change in veterans’ benefits and services or in the organi- 
zation and operation of the Veterans Administration.* Four major 
laws which greatly increased activity in veterans’ affairs were 
enacted during the World War II period, 1940 through 1946. These 
were the Selective Training and Service Act, the National Service 
Life Act, Public Law 16 which concerned the rehabilitation of 
disabled veterans, and the Servicemen’s Readjustment Act 
(popularly. known as the GI Bill of Rights). The immensity of the 
postwar veterans’ activities is revealed in a report published in 
1952 which shows that the operation of the Veterans Administra- 
tion at that time was “big business,” administering the provisions 
of over 300 laws relating to veterans’ benefits and operating a 
most extensive medical service which represented 8.5 percent of 
the total hospital beds available in the United States. It is esti- 
mated that there were almost 19,000,000 living civilian veterans 
as of 30 June 1951, most of whom were or would at some time be 
recipients of Veterans Administration services.‘ 
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DOMICILIARY AND HOSPITAL CARE 


While the history of the Army Medical Department goes back to 
the time of the Revolutionary War,‘ it appears that the provision 
for constructing a naval home (asylum) in Philadelphia, Pa. was 
the earliest attempt by the United States Government to provide 
domiciliary care for veterans. This home was established by an 
Act of 26 February 1811, which directed the commissioners of 
naval hospitals to provide a permanent asylum for disabled and 
destitute naval officers, seamen, and marines. The first patient, 
however, was not admitted to this institution until 1831.? 


The first national soldiers home in the United States was 
established in Washington, D. C., pursuant to an Act approved 
3 March 1851, under the name of *Military Asylum.” Its name 
was changed to The Soldiers Home by an Act of 3 March 1859. 
This home provided certain benefits for disabled soldiers, 


Legislation approved 3 March 1865 provided for the establish- 
ment of a home for disabled members of the volunteer forces,’ 
Later legislation authorized the establishment of branch homes, 
By an Act of 1866 the facilities of the institution were made 
available, on recommendation of the Board of Managers, to “all 
officers and soldiers who served in the Civil War, and not other- 
wise provided for by existing law, who have been or may be 
disabled by wounds received or diseases contracted in line of 
their duty.” An Act of 1871 extended the benefits of the home to 
disabled soldiers and sailors of the War of 1812. Following acts 
such as the one of July 1884 opening the home and its branches 
to a new class of members, including those who served in the 
Mexican War, extended coverage to those disabled by age, 
disease, or otherwise, and who, because of such disability, were 
incapable of earning a living. Thus the home and its branches 
became overcrowded. The provisions for admission to the home 
were further liberalized following the Spanish American War by 
an Act of May 1900. 


THE BUREAU OF WAR RISK INSURANCE 


In general, prior to World War I, no provision had been made 
for the medical care and treatment of veterans, except that medi- 
cal treatment and hospital facilities were available at the several 
branches of the “National Home for Disabled Volunteer Soldiers” 
for the members of the home. This home, already referred to, fur- 
nished domiciliary care to its members, and medical and hospital 
treatment applied to all diseases and injuries regardless of serv- 
ice origin. For the veteran not living in the home, no medical 
or hospital treatment was available, even for diseases and in- 
juries incurred in the service. When civil hospitalization of vet- 
erans was first undertaken in 1918, no facilities were available 
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for this purpose, and recourse was had to rented buildings, to 
temporary army hospitals, and to abandoned army concentration 


camps. 


The first act to provide new facilities was approved 3 March 
1919, and gradually additional new facilities were provided for 
this purpose. Originally the medical and surgical work and hospi- 
tal care were placed under the control of the medical division 
of the Bureau of War Risk Insurance. The medical force in the 
Bureau, as well as in the field, consisted mainly of officers of 
the United States Public Health Service. Administration of these 
health services by the Bureau of War Risk Insurance, the Public 
Health Service, and Vocational Rehabilitation by the Federal 
Board for Vocational Education, was one of the most complicated 
and difficult tasks undertaken by the United States Government. 
The hospital service was furnished both by the Public Health 
Service Hospitals and by contract hospitals, and after 1 July 
1920 hospitals of the Army, the Navy, and the National Home for 
Disabled Volunteer Soldiers were also utilized. The distribution 
of these War Risk Insurance patients to the various hospitals 
was made by the Public Health Service. These facilities were 
found inadequate and with the changing policy of congress con- 
cerning the medical and surgical treatment of ex-servicemen, 
expansion of the services was contemplated and numerous addi- 
tional appropriation bills became necessary. For instance, appro- 
priations for the fiscal year 1921, for the Bureau of War Risk 
Insurance, provided funds for the National Home for care of 
patients of the Bureau.. In several of the branches of the home, 
hospital facilities were not utilized to capacity at that time, and 
thus hospitalization of -veterans who were not members of the 
home did not affect the arrangements previously in effect for 
domiciliary care. Incidentally, the privileges of the home were 
extended to women who served as nurses in the United States 


forces by an Act of 26 March 1928, 


A legislative Act of 20 March 1933 repealed all laws granting 
medical and hospital treatment, but Section Six of this same Act 
authorized the administrator of veterans’ affairs, under such limi- 
tations as the President might prescribe, to furnish veterans of 
any war medical and hospital treatment for diseases or injuries, 
As already mentioned there was, in general, little change in 
veterans’ services or benefits in the period between the World 
Wars, 


The report published in 1952,* previously referred to, mentions 
that much progress and a strengthened veterans’ medical care 
program for the past few years was made possible by the flex- 
ibility of laws which dealt with medical affairs. In general, the 
laws governing Veterans Administration Medical Affairs were 
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broad, and with certain exceptions such as entitlement to certain 
benefits, organizational structures and administrative procedures, 
the Veterans Administration was left free to define and develop 
the medical services which constituted complete medical and 
hospital service. 

FUTURE PROGRAMS 


It is of course difficult to predict the future benefit and service 
programs for veterans. It is important that any present and future 
programs for disabled ex-servicemen remain flexible, for flex- 
ibility will permit the addition of new programs or modification 
or discontinuance of existing programs as present and future 
requirements demand. Historians*® could no doubt further remind 
us that some commanders of armies in past wars were concerned 
with the emotional stability of recruits and the mental disabilities 
of their soldiers, but it does not appear that these problems were 
ever of such importance as they are in modern war. Probably their 
importance in World War I and later conflicts is a reflection of the 
complexity and intensity of modern wars which involve the total 
manpower of nations. Mental health is now of great importance to 
the fighting forces and psychiatric casualties rank high in com- 
parison with those due to epidemics and infections, which were 
more prominent in previous wars but are now more effectively 
controlled. 


The objective of a program for rehabilitation of the disabled 
veteran may therefore not be too unlike any other program for 
restoration of the physically handicapped person. This type of 
program would consider rehabilitation of the individual to the 
best physical, mental, social, and vocational usefulness of which 
he is capable. As was aptly stated in a recent editorial:’ “It is 
all a part of the social consciousness that dawning on the world 
nearly 2,000 years ago, became evident as a great moral force 
in modern life in the early part of the nineteenth century.” 
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UNITY, PEACE, AND CONCORD 


WILLIAM OSLER, M. D., F. R. S. 


N THIS occasion | have had no difficulty in selecting a 
subject on which to address you. Surely the hour is not 
for the head but for the heart, out of the abundance of 
which I may be able to express, however feebly, my gratitude for 
the many kindnesses [| have received from the profession of this 
country during the past 21 years, and from you, my deag col- 
leagues of this state and city, during the 16 years I have dwelt 
among you. Truly I can say that I have lived my life in our be- 
loved profession—perhaps too much! but whatever success [| 
have had has come directly through it, and my devotion is only 
natural, Few men have had more from their colleagues than has 
fallen to my lot. As an untried young man my appointment at 
McGill College came directly through friends in the faculty who 

had confidence in me as a student. In the 10 happy years I lived 
in Montreal I saw little of any save physicians and students, 

among whom I was satisfied to work—and to play. In Phila- 
delphia the hospitals and the societies absorbed the greater 
part of my time, and I lived the peaceful life of a student with 
students. An ever-widening circle of friends in the profession 
brought me into closer contact with the public, but I have never 
departed from my ambition to be first of all a servant of my 
brethren, willing and anxious to do anything in my power to 
help them. Of my life here you all know. I have studied to be 
quiet and to do my own business and to walk honestly toward 
them that are without; and one of my chief pleasures has been 
to work among you as a friend, sharing actively in your manifold 
labors. But when to the sessions of sweet, silent thought I 





This address was Osler’s farewell to the medical profession of the United States 
after 16 productive years at Johns Hopkins Hospital. It was presented 50 years ago in 
Baltimore on 26 April 1905 at the annual meeting of the Medical and Chirurgical 
Faculty of the State of Maryland. Osler sailed for England two months later to become 
Regius Professor of Medicine at Oxford. Of this address, which was first published in 
the Journal of the American Medical Association for 5 August 1905, the Maryland 
Medical Journal declared “what he said concerning the motives which have led to 
his removal from Johns Hopkins is as good as anything Osler has said on any sub 
ject.” On his departure, the Baltimore Sum reported: “This is the first time in the 
history of this country that a call has come from any English University to a man of 
science in America ... Every honor and every possible mark of affection and esteem 
in the gift of his associates and friends is already his, and no stone has been 
left unturned to show that those with whom he has come in contact. . . have appreci- 
ated alike the genius of the great physician and the magnetic personality of a wonder- 
ful man.” The photographs are from the collection of the Armed Forces Medical 


Library—Editor. 
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summon up the past, not what I have done but the many things 
I have left undone, the opportunities I have neglected, the battles 
I have shirked, the precious hours I have wasted—these rise up 
in judgment. 





Osler 50 Years Ago 


This photograph is believed to have been made in Baltimore shortly 
before Osler left Johns Hopkins in 1905 to become Regius 
Professor of Medicine at Oxford. 


A notable period it has been in our history through which we 
have lived, a period of reconstruction and renovation, a true 
renaissance, not only an extraordinary revival of learning, but 
a complete transformation in our educational methods; and | 
take pride in the thought that, in Philadelphia and in Baltimore, 
I have had the good fortune to be closely associated with men 
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who have been zealous in the promotion of great reforms, the 
full value of which we are too close to the events to appreciate, 
On the far-reaching influence of these changes time will not 
permit us to dwell. I propose to consider another aspect of our 
work of equal importance, neither scientific nor educational, but 
what may be called humanistic, as it deals with our mutual re- 
lations and with the public. 


Nothing in life is more glaring than the contrast between 
possibilities and actualities, between the ideal and the real. 
By the ordinary mortal, idealists are regarded as vague dreamers, 
striving after the impossible; but in the history of the world how 
often have they gradually moulded to their will conditions the 
most adverse and hopeless! They alone furnish the Geist that 
finally animates the entire body and makes possible reforms and 
even revolutions. Imponderable, impalpable, more often part of 
the moral than of the intellectual equipment, are the subtle qual- 
ities so hard to define, yet so potent in everyday life, by which 
these fervent souls keep alive in us the reality of the ideal. 
Even in a lost cause, with aspirations utterly futile, they refuse 
to acknowledge defeat, and, still nursing an unconquerable hope, 
send up the prayer of faith in face of a scoffing world. Most 
clieracteristic of aspirations of this class is the petition of the 
Litauy’ in which we pray that to the nations may be given “unity, 
peace, and -oncord.” Century after century from the altars of 
Christendom thi- most beautiful of all prayers has risen from 
lips of men and women, from the loyal souls who have refused 
to recognize its hopelessness, with the war-drums ever sounding 
in their ears. The desire for unity, the wish for peace, the long- 
ing for concord, deeply implanted in the human heart, have stirred 
the most powerful emotions of the race, and have been responsi- 
ble for some of its noblest actions. It is but a sentiment, you 
may say: but is not the world ruled by feeling and by passion? 
What but a strong sentiment baptized this nation in blood; and 
what but sentiment, the deep-rooted affection for country which 
is so firmly implanted in the hearts of all Americans, gives to 
these states today unity, peace, and concord? As with the na- 
tions at large, so with the nation in particular; as with people, 
so with individuals; and as with our profession, so with its mem- 
bers, this fine old prayer for unity, peace, and concord, if in 
our hearts as well as on our lips, may help us to realize its 
aspirations. What some of its lessons may be to us will be the 
subject of my address. 

UNITY 


Medicine is the only world-wide profession, following every- 
where the same methods, actuated by the same ambitions, and 
pursuing the same ends. This homogeneity, its most character- 
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istic feature, is not shared by the law, and not by the Church, 
certainly not in the same degree, While in antiquity the law rivals 
medicine, there is not in it that extraordinary solidarity which 
makes the physician at home in any country, in any place where 
two or three sons of men are gathered together. Similar in its 
high aims and in the devotion of its officers, the Christian 
Church, widespread as it is, and saturated with the humanitarian 
instincts of its Founder, yet lacks that catholicity—urbi et 
orbi—which enables the physician to practise the same art amid 
the same surroundings in every country of the earth. There is a 
unity, too, in its aims—the prevention of diseases by discover- 
ing their causes, and the cure and relief of sickness and suffer- 
ing. In a little more than a century a united profession, working 
in many lands, has done more for the race than has ever before 
been accomplished by any other body of men. So great have been 
these gifts that we have almost lost our appreciation of them. 
Vaccination, sanitation, anaesthesia, antiseptic surgery, the 
new science of bacteriology, and the new art in therapeutics 
have effected a revolution in our civilization to which can be 
compared only the extraordinary progress in the mechanical 
arts. Over the latter there is this supreme advantage, it is do- 
mestic—a bedroom revolution which sooner or later touches 
each one of us, if not in person, in those near and dear—a revo- 
lution which for the first time in the history of poor, suffering 
humanity brings us appreciably closer to that promised day when 
the former things should pass away, when there should be no 
more unnecessary death, when sorrow and crying should be no 
more, and there should not be any more pain. 


One often hears as a reproach that more has been done in the 
prevention than in the cure of disease, It is true; but this second 
part of our labors has also made enormous progress. We recog- 
nize today the limitations of the art; we know better the diseases 
curable by medicine, and those which yield to exercise and fresh 
air; we have learned to realize the intricacy of the processes 
of disease, and have refused to deceive ourselves with half- 
knowledge, preferring to wait for the day instead of groping 
blindly in the dark or losing our way in the twilight. The List 
of diseases which we can positively cure is an ever-increasing 
one, the number of diseases the course of which we can modify 
favorably is a growing one, the number of incurable diseases 
(which is large and which will probably always be large) is di- 
minishing—so that in this second point we may feel that not 
only is the work already done of the greatest importance, but 
that we are on the right path, and year by year as we know dis- 
ease better we shall be able to treat it more successfully. The 
united efforts of countless workers in many lands have won these 
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greatest victories of science. Only by ceaseless co-operation 
and the intelligent appreciation by all of the results obtained 
in each department has the present remarkable position been 
reached, Within a week or 10 days a great discovery in any part 
of the world is known everywhere, and, while in a certain sense 
we speak of German, French, English, and American medicine, 
the differences are trifling in comparison with the general simi- 
larity. The special workers know each other and are familiar 





The Johns Hopkins Hospital 50 years ago when Osler was “The Chief.” 


with each other’s studies in a way that is truly remarkable, And 
the knowledge gained by the one, or the special technic he may 
devise, or the instrument he may invent is at the immediate dis- 
posal of all. A new lifesaving operation of the first class de- 
vised by a surgeon in Breslau would be performed here the fol- 
lowing week. A discovery in practical medicine is common 
property with the next issue of the weekly journals. 


A powerful stimulus in promoting this wide organic unity is 
our great international gatherings——not so much the International 
Congress of the profession, which has proved rather an unwieldy 
body, but of the special societies which are rapidly denational- 
izing science. In nearly every civilized country medical men 
have united in great associations which look after their interests 
and promote scientific work. It should be a source of special 
pride to American physicians to feel that the national association 
of this country—the American Medical Association—has become 
one of the largest and most influential bodies of the kind in the 
world. We cannot be too grateful to men who have controlled its 
course during the past 10 years. The reorganization so efficiently 
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carried out has necessitated a readjustment of the machinery of 
the state societies, and it is satisfactory to know that this meet- 
ing of our state society, the first held under the new conditions, 
has proved so satisfactory. But in the whole scheme of readjust- 
ment nothing commands our sympathy and co-operation more than 
the making of the county societies the materials out of which 
the state and national associations are built. It is not easy at 
first to work out such a scheme in full detail, and I would ask 
of the members of this body not only their co-operation, but an 
expectant consideration, if the plan at first does not work as 
smoothly as could be desired. On the county members I would 
urge the support of a plan conceived on broad national lines— 
on you its success depends, and to you its benefits will chiefly 
come. 


Linked together by the strong bonds of community of interests, 
the profession of medicine forms a remarkable world-unit in the 
progressive evolution of which there is a fuller hope for humanity 
than in any other direction. 


Concentration, fusion, and consolidation are welding together 
various subunits in each nation. Much has been done, much re- 
mains to do; and to three desiderata I may refer briefly. 


In this country reciprocity between the state licensing boards 
remains one of the most urgent local needs. Given similar re- 
quirements, and examinations practically of the same character, 
with evidence of good character, the state board should be given 
power to register a man on payment of the usual fee. It is pre- 
posterous to restrict in his own country, as is now done, a physi- 
cian’s liberty. Take a case in point: A few months ago a man 
who is registered in three states, an able, capable practitioner of 
20 years’ standing, a hard student in his profession, a physician 
who has had charge of some of the most important lives of this 
country, had to undergo another examination for licence. What an 
anomaly! What a reflection on a united profession! I would urge 
you all most strongly to support the movement now in progress to 
place reciprocity on a proper basis. International reciprocity is 
another question of equal importance, but surrounded with greater 
difficulties; and, though a long way off, it will come within this 
century. 


The second urgent need is a consolidation of many of our 
medical schools. Within the past 25 years conditions have so 
changed that the tax on the men in charge of the unendowed 
schools has become ever more burdensome. In the old days of 
a faculty with seven professors, a school with 300 students was 
a good property, paying large salaries, but the introduction of 
laboratory and practical teaching has so increased the expenses 
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that very little is now left for distribution at the end of the year. 
The students’ fees have not increased proportionately, and only 
the self-sacrifice and devotion of men who ungrudgingly give 
their time, and often their means, save a hopeless situation. A 
fusion of the schools is the natural solution of the problem. Take 
a concrete example: A union of three of the medical schools of 
this city would enable the scientific departments to be consoli- 
dated at an enormous saving of expense and with a corresponding 





i West Franklin Street 


A landmark for 75 years, Osler’s home on the corner of Charles and Franklin 
Streets in Baltimore was razed soon after he moved out on 16 May 1905. An 


apartment now occupies the site. 


increase in efficiency. Anatomy, physiology, pathology, physio- 
logic chemistry, bacteriology, and pharmacology could be taught 
in separately organized departments which the funds of the 
united school could support liberally. Such a school could appeal 
to the public for aid to build and endow suitable laboratories, 
The clinical work could be carried on at the separate hospitals, 
which would afford unequaled facilities for the scientific study 
of disease, Not only in this city, but in Richmond, in Nashville, 
in Columbus, in Indianapolis, and in many cities a “merger” is 
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needed, Even the larger schools of the larger cities could “pool” 
their scientific interests to the great advantage of the profession, 


And the third desideratum is the recognition by our homeo 
pathic brethren that the door is open. It is too late in this day 
of scientific medicine to prattle of such antique nonsense as is 
indicated in the “pathies.” We have long got past the stage when 
any “system” can satisfy a rational practitioner, long past the 
time when a difference of belief in the action of drugs—the most 
uncertain element in our art!—should be allowed to separate 
men with the same noble traditions, the same hopes, the same 
aims and ambitions. It is not as if our homeopathic brothers are 
asleep; far from it, they are awake—many of them at any rate— 
to the importance of the scientific study of disease, and all of 
them must realize the anomaly of their position. It is distressing 
to think that so many good men live isolated, in a measure, from 
the great body of the profession. The original grievous mistake 
was ours—to quarrel with our brothers over infinitesimals was 
a most unwise and stupid thing to do. That we quarrel with them 
now is solely on account of the old Shibboleth under which they 
practice. Homeopathy is as inconsistent with the new medicine 
as is the old-fashioned polypharmacy, to the destruction of which 
it contributed so much. The rent in the robe of Aesculapius, 
wider in this country than elsewhere, could be repaired by mutual 
concessions—on the one hand by the abandonment of special 
designations, and on the other by an intelligent toleration of 
therapeutic vagaries which in all ages have beset the profession, 
but which have been mere flies on the wheels of progress. 


PEACE 


Many seek peace, few ensue it actively, and among these few 
we, alas! are not often to be found. In one sense every one of 
us may be asked the question which Jehu returned to Joram: 
“What hast thou to do with peace?” since our life must be a 
perpetual warfare, dominated by the fighting spirit. The phy- 
sician, like the Christian, has three great foes—ignorance, 
which is sin; apathy, which is the world; and vice, which is 
the devil. There is a delightful Arabian proverb, two lines of 
which run: “He that knows not, and knows not that he knows 
not, is a fool. Shun him. He that knows not, and knows that he 
knows not, is simple. Teach him.” To a large extent these two 
classes represent the people with whom we have to deal. Teach- 
ing the simple and suffering the fools gladly, we must fight the 
wilful ignorance of the one and the helpless ignorance of the 
other, not with the sword of righteous indignation, but with the 
skillful weapon of the tongue. On this ignorance the charlatan 
and the quack live, and it is by no means an easy matter to 
decide how best to conduct a warfare against these wily foes, 
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the oldest and most formidable with whom we have to deal, As 
the incomparable Fuller remarks: “Well did the poets feign 
Aesculapius and Circe brother and sister, . .. for in all times 
(in the opinion of the multitude) witches, old women, and im- 
postors have had a competition with doctors.” Education of the 
public of a much more systematic and active kind is needed, 
The congress on quackery which is announced to take place in 
Paris, with some 25 subjects for discussion, indicates one im- 
portant method of dealing with the problem. The remarkable ex- 
hibit held last year in Germany of everything relating to quacks 
and charlatans did an immense good in calling attention to the 
the colossal nature of the evil. A permanent museum of this 
sort might well be organized in Washington in connection with 
the Department of Hygiene. It might be worth while to imitate 
our German brethren in a special national exhibit, though I dare 
say many of the most notorious sinners would apply for large 
space, not willing to miss the opportunity for a free advertise- 
ment! One effective measure is enforced in Germany: any pro- 
prietary medicine sold to the public must be submitted to a gov- 
ernment analyst, who prepares a statement (as to its compo- 
sition, the price of its ingredients, et cetera), which is published 
at the cost of the owner of the supposed remedy in a certain 
number of the daily and weekly papers. 


By far the most dangerous foe we have to fight is apathy— 
indifference from whatever cause, not from a lack of knowledge, 
but from carelessness, from absorption in other pursuits, from 
a contempt bred of self-satisfaction. Fully 25 percent of the 
deaths in the community are due to this accursed apathy, foster- 
ing a human inefficiency, and going far to counterbalance the 
extraordinary achievements of the past century. Why should we 
take pride in the wonderful railway system with which enter- 
prise and energy have traversed the land, when the supreme 
law, the public health, is neglected? What comfort in the thought 
of a people enjoying great material prosperity when we know 
that the primary elements of life (on which even the old Romans 
were our masters) are denied to them? What consolation does the 
“little red school-house” afford when we know that a Lethean 
apathy allows toll to be taken of every class, from the little 
tots to the youths and maidens? Western civilization has been 
born of knowledge, of knowledge won by hard, honest sweat of 
body and brain, but in many of the most important relations of 
life we have failed to make that knowledge effective. And, 
strange irony of life, the lesson of human efficiency is being 
taught us by one of the little nations of the earth, which has 
so far bettered our instruction that we must again turn eastward 
for wisdom. Perhaps in a few years our civilization may be put 
on trial, and it will not be without benefit if it arouses the in- 
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dividual from apathy and makes him conscious of the great truth 
that only by earnest individual human effort can knowledge be 
made effective, and if it arouses communities from an apathy 
which permits medieval conditions to prevail without a protest. 


Against our third great foe—vice in all its forms—we have 
to wage an incessant warfare, which is not less vigorous be- 
cause of the quiet, silent kind. Better than any one else the 
physician can say the word in season to the immoral, to the 
intemperate, to the uncharitable in word and deed, Personal 
impurity is the evil against which we can do most good, par- 
ticularly to the young, by showing the possibility of the pure 
life and the dangers of immorality. Had I time, and were this the 
proper occasion, I would like to rouse the profession to a sense 
of its responsibility toward the social evil—the black plague 
which devastates the land. I can but call your attention to an 
important society, of which Dr. Prince Morrow, of New York, is 
the organizer, which has for one of its objects the education of 
the public on this important question. I would urge you to join in 
a crusade quite as important as that in which we are engaged 
against tuberculosis. 


CONCORD 


Unity promotes concord—community of interests, the same 
aims, the same objects give, if anything can, a feeling of com- 
radeship, and the active co-operation of many men, while it 
favors friction, lessens the chances of misunderstanding and 
ill will. One of the most gratifying features of our professional 
life is the good feeling which prevails between the various sec- 
tions of the country. I do not see how it could be otherwise. 
One has only to visit different parts and mingle with the men 
to appreciate that everywhere good work is being done, every- 
where an earnest desire to elevate the standard of education, 
and everywhere the same self-sacrificing devotion on the part 
of the general practitioner. Men will tell you that commercialism 
is rife, that the charlatan and the humbug were never so much 
in evidence, and that in our ethical standards there has been 
a steady declension. These are the Elijahs who are always 
ready to pour out their complaints, mourning that they are not 
better than their fathers. Kew men have had more favorable 
opportunities than I have had to gauge the actual conditions 
in professional private life, in the schools, and in the medical 
societies, and as J] have seen them in the past 20 years I am 
filled with thankfulness for the present and with hope for the 
future. The little rift within the lute is the absence in many 
places of that cordial professional harmony which should exist 
among us. In the larger cities professional jealousies are dying 
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out. Read Charles Caldwell’s Autobiography if you wish for 
spicy details of the quarrels of the doctors in this country during 
the first half of the last century. I am sorry to say the professors 
have often been the worst offenders, and the rivalry between 
medical schools has not always been friendly and courteous. 
That it still prevails to some extent must be acknowledged, but 
it is dying out, though not so rapidly as we could wish. It makes 
a very bad impression on the public, and is often a serious 
stumbling-block in the way of progress. Only the other day I 
had a letter from an intelligent and appreciative layman who is 
interested in a large hospital scheme about which I had been 
consulted. I quote this sentence from it in sorrow, and I do so 
because it is written by a strong personal friend of the profes- 
sion, a man who has had long and varied experience with us: 
“I may say to you that one of the distressing bewilderments of 
the layman who only desires the working out of a broad plan 
is the extraordinary bitterness of professional jealousy between 
not only schoolmen and nonschoolmen, but between schoolmen 
themselves, and the reflections which are cast on one another 
as belonging to that clique, which makes it exceedingly difficult 
for the layman to understand what way there is out of these 
squabbles,” 


The national and special societies, and particularly the Ameri- 
can Medical Association, have brought men together and have 
taught them to know each other and to appreciate the good points 
which at home may have been overlooked. As Dr. Brush said 
yesterday in his address, it is in the smaller towns and country 
districts that the conditions are most favorable for mutual mis- 
understandings. Only those of us who have been brought up in 
such surroundings can appreciate how hard it is for physicians 
to keep on good terms with each other. The practice of medicine 
calls equally for the exercise of the heart and the head; and 
when a man has done his best, to have his motives misunder- 
stood and his conduct of a case harshly criticized not only by 
the family, but by a colleague who has been called in, small 
wonder, when the opportunity arises, if the old Adam prevails 
and he pays in kind. So far as my observation goes there are 
three chief causes for the quarrels of doctors. The first is lack 
of proper friendly intercourse, by which alone we can know each 
other. It is the duty of the older man to look on the younger one 
who settles near him not as a rival, but as a son. He will do 
to you just what you did to the old practitioner, when, as a 
young man, you started—get a good many of your cases; but 
if you have the sense to realize that this is inevitable, unavoid- 
able, and the way of the world, and if you have the sense to 
talk over, in a friendly way, the first delicate situation that 
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arises, the difficulties will disappear and recurrences may be 
made impossible. The young men should be tender with the sen- 
sibilities of their seniors, deferring to their judgment and taking 
counsel with them. If young graduates could be taken more fre- 
quently as assistants or partners, the work of the ‘profession 
would be much lightened, and it would promote amity and good 
fellowship. A man of whom you may have heard as the incar- 
nation of unprofessional conduct, and who has been held up as 
an example of all that is pernicious, may be, in reality, a very 
good fellow, the victim of petty jealousies, the mark of the ar- 
rows of a rival faction; and you may, on acquaintance, find that 
he loves his wife and is devoted to his children, and that there 
are people who respect and esteem him. After all, the attitude 
of mind is the all-important factor in the promotion of concord. 
When a man is praised, or when a young man has done a good 
bit of work in your special branch, be thankful—it is for the 
common good. Envy, that pain of the soul, as Plato calls it, 
should never for a moment afflict a man of generous instincts 
who has a sane outlook in life. The men of rival schools should 
deliberately cultivate the acquaintance of each other and en- 
courage their students and the junior teachers to fraternize. If 
you hear that a young fellow just starting has made mistakes 
or is a little “off color,” go out of your way to say a good word 
to him, or for him. It is the only cure; any other treatment only 
aggravates the malady. 


The second great cause is one over which we have direct 
control, The most widespread, the most pernicious of all vices, 
equal in its disastrous effects to impurity, much more disastrous 
often than intemperance, because destructive of all mental and 
moral nobility as are the others of bodily health, is uncharitable- 
ness—the most prevalent of modern sins, peculiarly apt to beset 
all of us, and the chief enemy to concord in our ranks. Often- 
times it is a thoughtless evil, a sort of tic or trick, an uncon- 
scious habit of mind and tongue which gradually takes posses- 
sion of us. No sooner is a man’s name mentioned than something 
slighting is said of him, or a story is repeated which is to his 
disadvantage, or the involuntary plight of a brother is ridiculed, 
or even his character is traduced. In chronic and malign offend- 
ers literally “with every word a reputation dies.” The work of 
a school is disparaged, or the character of the work in a labor- 
atory is belittled; or it may be only the faint praise that damns, 
not the generous meed from a full and thankful heart. We have 
lost our fine sense of the tragic element in this vice, and of 
its debasing influence on the character. It is interesting that 
Christ and the Apostles lashed it more unsparingly than any 
other. Who is there among us who does not require every day 
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to lay to heart that counsel of perfection: “Judge not according 
to the appearance, but judge righteous judgment?” One of the 
apostles of our profession, Sir Thomas Browne, has a great 
thought on the question: 


While thou so hotly disclaimest the devil, be not guilty 
of diabolism. Fall not into one name with that unclean spirit, 
mor act his nature whom thou so much abhorrest—that is, 
to accuse, calumniate, backbite, whisper, detract, or 
sinistrously interpret others. Degenerous depravities, and 
narrow-minded vices! not only below St. Paul’s noble Chris- 
tian, but Aristotle’s true gentleman. Trust not with some that 
the Epistle of St. James is apocryphal, and so read with 
less fear that stabbing truth, that in company with this vice 
thy religion is in vain. Moses broke the tables without break- 
ing the law; but where charity is broke the law itself is 
shattered, which cannot be whole without love, which is 
the fulfilling of it. Look humbly upon thy virtues; and though 
thou art rich in some, yet think thyself poor and naked with- 
out that crowning grace, which thinketh no evil, which envieth 
not, which beareth, hopeth, believeth, endureth all things. 
With these sure graces, while busy tongues are crying out 
for a drop of cold water, mutes may be in happiness, and 
sing the Trisagion in heaven. 


And the third cause is the wagging tongue of others who are 
too often ready to tell tales and make trouble between physi- 
cians. There is only one safe rule—never listen to a patient 
who begins with a story about the carelessness and inefficiency 
of Dr. Blank. Shut him or her up with a snap, knowing full well 
that the same tale may be told of you a few months later. Fully 
half of the quarrels of physicians are fomented by the tittle-tattle 
of patients, and the only safeguard is not to listen. Sometimes 
it is impossible to check the flow of imprecation and slander; 
and then apply the other rule—perfectly safe, and one which 
may be commended as a good practice—never believe what a 
patient tells you to the detriment of a brother physician, even 
though you may think it to be true. 


To part from the profession of this country and from this old 
Faculty, which I have learned to love so dearly, is a great 
wrench, one which I would feel more deeply were it not for the 
nearness of England, and for the confidence I feel that I am but 
going to work in another part of the same vineyard, and were 
it not for the hope that I shall continue to take interest in your 
affairs and in the welfare of the medical school to which I owe 
so much. It may be that in the hurry and bustle of a busy life 
I have given offence to some—who can avoid it? Unwittingly 
I may have shot an arrow o’er the house and hurt a brother—if 
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so, I am sorry, and | ask his pardon. So far as I can read my 
heart I leave you in charity with all. I have striven with none, 
not, as Walter Savage Landor says, because none was worth 
the strife, but because I have had a deep conviction of the hate- 
fulness of strife, of its uselessness, of its disastrous effects, 
and a still deeper conviction of the blessings that come with 
unity, peace, and concord. And I would give to each of you, my 
brothers—you who hear me now, and to you who may elsewhere 
read my words—to you who do our greatest work laboring in- 
cessantly for small rewards in towns and country places—to you 
the more favored ones who have special fields of work—to you 
teachers and professors and scientific workers—to one and all, 
through the length and breadth of the land—I give a single word 
as my parting commandment: 


It is not hidden from thee, neither is it far off. It is not 
in heaven, that thou shouldest say, “Who shall go up for us 
to heaven, and bring it unto us, that we may hear it, and 
do it?” Neither is it beyond the sea, that thou shouldest say, 
“Who shall go over the sea for us, and bring it unto us, that 
we may hear it, and do it?” But the word is very nigh unto 
thee, in thy mouth and in thy heart, that thou mayest do it. 


—CHARITY 


“FEAR IS CAUSED BY LACK OF KNOWLEDGE” 


The usual excuse or reason for not telling the patient when a diag- 
nosis of cancer has been made is that the relatives, the physician, or 
both, consider the shock too great for the patient to take. In other 
words, the patient is considered mentally incompetent to receive the 
diagnosis. If that is true, let us consider the morbidity and mortality 
of coronary occlusion. Coronary heart disease is common and is well 
known to the public of today. It strikes suddenly. If the individual is 
so fortunate as to survive the initial attack, he lives under the con- 
stant threat of another occlusion, maybe fatal. Yet, do the family and 
the doctor hesitate to tell him the truth? And, when told, does the 
patient go into some terrible mental collapse? No, he doesn’t, because 
heart disease is common and people are familiar with it. Nowadays 
cancer has become well known to the public through education, and 
the blind fear of the word “cancer” has been dispelled. Fear is caused 
by lack of knowledge. 

—F. G. H. MALONEY, M. D. 
in Wisconsin Medical Journal, 
p. 544, Oct. 1954 
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Clinicopathologic Conference 
U. S. Naval Hospital, Chelsea, Mass.* 






EPISTAXIS, FEVER, AND CHEST PAIN 






Summary of Clinical History. A 57-year-old man was admitted to 
the hospital complaining of pain in the right side of his chest. 


Five weeks before admission he noted the gradual onset of 
difficulty in breathing and of associated fleeting pain across 
the chest and in the shoulders. The pain became steady and 
persisted over the lower right side of the chest. Both wrists be- 
came sore but residual soreness and swelling involved only the 
right wrist. Four weeks before admission he developed anorexia, 
“gas pains,” and a “flutter” in the upper part of the abdomen. 
Ten days before admission there was a sudden exacerbation of 
right-sided chest pain. It was sharp and made worse by deep 
breathing and coughing. A roentgenogram of the chest taken at 
another hospital showed blunting of the costophrenic angles 
due to old adhesions. Seven days before admission he began 
to cough and raised tenacious, mucoid sputum which was often 
blood-streaked, There was associated weakness, malaise, chills, 
and temperature elevations as high as 101° F, 



















The past history revealed that upon retirement at the age of 
50 he had had no significant physical defects. Five years before 
this admission he had had an attack of psoriasis. Nine months 
before admission, following excessive yuletide celebrations, he 
was admitted to another hospital with complaints of anorexia, 
insomnia, and a generalized dermatitis. He was given parenteral 
feedings, vitamins, and paraldehyde sedation, then transferred 
to a second hospital where the diagnosis of pellagra was made 
and vitamin therapy increased. His weight was usually 178 
pounds but had fallen to 146 pounds. After discharge, he con- 
tinued on a diet with supplementary vitamins, and felt improved. 
He had had occasional nosebleeds and chronic atrophic rhinitis. 
About three weeks before admission, however, he began to have 
epistaxis more frequently. There were no cardiac manifestations. 

*Capt. Charles W. Stelle (MC) USN, Commanding Officer. From the Laboratory 
Service, Lt. Henry R. Delaney, Jr., (MC) USN, Chief. 
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He had no food intolerance and had never had black stools. His 
alcohol intake had probably been excessive. 


Physical Examination. On admission, the patient weighed 155 
pounds and appeared poorly nourished and acutely ill. There 
were bright red conjunctival hemorrhages and bilateral arcus 
senilis. The nares contained dark crusted blood. No lymph nodes 
were palpable. There was a pleural friction rub over the right 
anterolateral region of the chest and a pericardial friction rub 
was heard along the left sternal border. There were a few fine 
moist rales at both lung bases and a small area of bronchove- 
sicular breathing posteriorly over the right upper lobe. The heart 
was not enlarged and no murmurs were heard. The abdomen was 
somewhat distended but no masses were palpable. On the skin 
about the ankles there was a crusted scaling erythematous erup- 
tion. The right wrist was slightly swollen and tender. The re- 
mainder of the examination was within normal limits. 


The temperature was 99.6° F.; respiration, 24; pulse, 118; and 
the blood pressure, 160 mm. Hg systolic and 76 mm. Hg diastolic. 


Laboratory Studies. Kepeated urinalyses revealed acid reactions, 
specific gravities of 1.009 to 1.012, albumin 20 to 60 mg. per 
100 ml., and no sugar. The sediments contained three to five 
white blood cells, a few epithelial cells, and amorphous crystals 
per high power field. The hemoglobin was 12.5 grams per 100 ml., 
and the white blood cell count was 15,400 per cu. mm. with 83 
percent neutrophils, 16 percent lymphocytes, and one percent 
eosinophils. The serum bilirubin was 0.5 mg.; the nonprotein 
nitrogen, 89.6 mg.; and creatinine, 6.6 mg., all per 100 ml.; pro- 
thrombin activity was 63 percent of normal; total protein was 
5.0 (albumin 3.0, globulin 2.0) grams per 100 ml. 


On the third hospital day a sputum culture contained Fried- 
lander’s bacilli, and the white blood cell count rose to 21,900 
per cu. mm. Repeated smears for acid-fast bacilli were negative. 
The hemoglobin level had fallen to 9.5 grams per 100 ml. On the 
fourth hospital day, the blood urea nitrogen was 120.0 mg. per 
100 ml. An initial roentgenogram of the chest was interpreted 
as showing essentially clear lungs, blunting of the right costo- 
phrenic angle by thickened pleura, and slight elevation of the 
right diaphragm. The heart was not enlarged. Roentgenograms 
of the chest two days later, however, revealed mottling in the 
right upper lobe, and haziness in the left lung and at the left 
lung base. Electrocardiograms showed sinus tachycardia, and 
first degree A-V block with a P-R interval of 0.22 seconds at 
a cardiac rate of 115 per minute. There was elevation of the S-T 
segment in leads V,, V,, and V,. There was relatively low volt- 
age in the standard leads. 
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Course in Hospital. During the first two hospital days the pa- 
tient continued to cough up moderate amounts of tenacious, mu- 
coid, bloody sputum. The pleural and pericardial friction rubs 
persisted, The right-sided chest pain decreased in severity. 
Following the isolation of Friedlander’s bacilli, medication was 
changed from 250 mg. of tetracycline every six hours, to one 
gram of streptomycin twice daily. Though his temperature never 
rose above 100° F. and he had no chills, his condition deterio- 
rated rapidly. On the sixth hospital day he became agitated and 
mentally clouded, The intake of food and fluids was difficult to 
control, On the eighth hospital day he was disoriented and much 
weaker. He died quietly without a dramatic change in the clinical 
course, 


DISCUSSION 


Doctor Shafran:* In summary, this was a 57-year-old man with a five- 
week history of a pleuritic type of pain, epistaxis, swelling of the 
wrist, and a seven-day history of low-grade fever with cough productive 
of mucoid and blood-streaked sputum. The physical findings were those 
of an acutely ill man with a temperature of 99.6° F., a right pleural 
friction rub, a pericardial friction rub, swelling and tenderness of the 
right wrist, and skin lesions on both legs. The urine showed a specific 
gravity that was fixed, albuminuria, and several white blood cells per 
high power field. He had a mild anemia, leukocytosis, and a progressive 
rise in his blood urea nitrogen. The sputum culture contained Fried- 
lander’s bacilli; the roentgenogram of the chest was initially negative 
except for blunting of the right costophrenic angle. Two days later, 
another chest film revealed mottling in the right upper lobe and hazi- 
ness in the left lung base. An electrocardiogram showed P-R interval 
prolongation and S-T segment elevation of the leads on the left side 
of the precordium. The patient’s course was downhill and he died on 
the eighth hospital day, five days after treatment with streptomycin 
was instituted. Could we see his x-ray films now? 


Doctor Hatch:** The initial chest film shows clear lung fields and 
a normal cardiac contour. There is some apparent pleural thickening 
in the right costophrenic angle. The film taken two days later, however, 
shows a mottled density in the right upper lobe. 


Doctor Shafran: Is there any fluid? 
Doctor Hatch: I dqn’t believe so. 


Doctor Shafran: It appeared that this patient died with a Friedlander’s 
pneumonia; however, this was probably just the terminal complication 
of a more chronic illness. Herein lies the problem as to the differential 
diagnosis of this bizarre syndrome. Apparently this patient had a dis- 





*Lt. (jg) Morton E. Shafran (MC) USNR, Ward Officer, Medical Service. 
**Capt. John L. Hatch (MC) USN, Chief of Radiology. 
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ease, one of whose prime manifestations was that of renal insufficien- 
cy. We have sufficient evidence to say that this man died in uremia 
with rising blood urea nitrogen, fixed specific gravity, clouded sensor- 
ium, friction rubs, and anemia. It would be of interest to know what 
this patient’s urine output was during his hospitalization. 


Doctor Delaney: During the last two days, his urine output ranged from 
600 to 400 cc. per day. 


Doctor Shafran: Of interest was the fact that he was relatively normo- 
tensive. His diastolic pressure was recorded as 76 mm. Hg. He had no 
red blood cells nor casts in his urine. What could produce his uremia? 
There was no evidence of any obstructive uropathy. We can assume 
that when this man was separated from the service seven years ago 
he had neither hypertension nor any urinary abnormalities. It would be 
of some importance to know whether there were any urinary abnormal- 
ities suspected on his admission to a hospital nine months prior to 
his present admission. I will make the assumption that his urinalysis 
and blood urea nitrogen were normal then. If this is the case, it would 
be somewhat unusual for this man to have either chronic glomerulo- 
nephritis or pyelonephritis as the cause of his uremia, because the 
duration of his illness would then be uncommonly short. He did not 
give a history referable to any disease of the urinary tract in the inter- 
vening months. He died in uremia with nothing to suggest an acute 
nephritis. It would also be somewhat unusual for him to be normotensive 
in the uremic stage of either chronic glomerulonephritis or pyelonephri- 
tis. Absence of red blood cells in his urine is also against this being 
an acute glomerulonephritis. We have no reason to suspect an acute 
tubular necrosis or lower nephron nephrosis. We are left, then, to con- 
sider some of the rarer causes of uremia. 


Could this man have had renal tuberculosis? Tuberculosis can ac- 
count for the pneumonitis, pleuritis, pericarditis, myocarditis, nephritis, 
and bone involvement simulating arthritis. However, this would bea 
most unusual course for tuberculosis to follow. His lungs were clear 
when he first entered the hospital, except for the blunting of the right 
costophrenic angle. The pneumonitis appeared only after the fatal syn- 
drome had evolved. The pleural thickening may represent an old tuber- 
culous pleuritis but is probably not related to this present illness. 
Pleural effusions and pericarditis usually indicate a marked hypergic 
response to tuberculous infection. This occurs, but is unusual in a 
man of this age. Tuberculous pericarditis is often associated with 
tuberculous mediastinal nodes, which were not seen here. Bone and 
renal tuberculosis are usually secondary to hematogenous dissemina- 
tion of tubercle bacilli for which we have little evidence here in the 
absence of miliary lesions in the lungs, and hepatosplenomegaly. Renal 
tuberculosis often occurs many years after the hematogenous dissemi- 
nation and not concomitantly with a tuberculous pneumonitis and bone 
disease. I don’t believe he had tuberculosis. 
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Because of the multiplicity of organ systems involved, I am forced 
to look toward the diffuse collagen disorders for his diagnosis. Poly- 
arteritis nodosa could account for his uremia, arthritis, pleuritis, peri- 
carditis, low grade fever, epistaxis, and electrocardiographic changes. 
However, the normotension, the absence of eosinophilia, the absence 
of neurologic changes, and the absence of asthma, nodules, and lymph- 
adenitis are all somewhat against this diagnosis. Lupus erythematosus 
disseminatus should be given a good deal of consideration. Pulmonary 
infiltrations are not uncommon manifestations of lupus. In fact, these 
patients have an unusual susceptibility to pneumonias. Pneumonias 
were found in 15 of 22 patients reported by Israel.’ Of these 22 patients, 
20 had some pulmonary involvement, either a pneumonitis or pleural 
effusion. The pneumonitis was either viral or bacterial in origin and, 
generally speaking, did not show the typical collagen disorder changes 
that are described with lupus erythematosus. There was no perivascular 
infiltration as such. With lupus erythematosus we could explain the 
pericarditis, the pleuritis, the arthritis, and the nephritis. 


A diagnosis of pellagra was made nine months prior to his present 
admission. That was presumably made on the basis of a generalized 
dermatitis and a history of alcoholic excesses. Traut? in his book on 
rheumatic diseases mentions pellagra in the differential diagnosis of 
lupus erythematosus. Doctor Cox, do you believe that the skin lesions 
of these two diseases could be confused? 


Doctor Cox:* I don’t believe they could, dermatologically. 


Doctor Shafran: It isn’t uncommon for patients with lupus erythema- 
tosus disseminatus to remain normotensive in the uremic stage of their 
disease. They commonly die of intercurrent infection. There are a num- 
ber of features that are somewhat against this diagnosis, however. The 
disease is predominantly one of young females. The often quoted ratio 
is that of 95 females to five males. I haven’t seen a hundred patients 
with lupus—I have seen maybe a half dozen, but of these, three were 
males. I don’t know whether I’m just getting a distorted picture but 
it seems that the quoted ratio is somewhat exaggerated. 


Neutropenia is characteristic of disseminating lupus. However, these 
patients can respond to infections with a leukocytosis. Three of Is- 
rael’s patients had a frank leukocytosis of over 15,000 per cu. mm. and 
seven of the other 22 patients he reported had white blood cell counts 
from 8,000 to 11,000. There are a number of other features that are 
also against lupus. With his renal disease, there is no report of hema- 
turia. He had no heart murmurs and usually the serum globulins are 
elevated. Was a lupus erythematosus (L. E.) preparation made to try 
to demonstrate changes in his neutrophils after incubation with his 
own serum? 


ee 


*Comdr. John H. Cox (MC) USN, Chief of Dermatology. 


335538 O- 55-8 





578 U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 4 


Doctor Delaney: No, lupus erythematosus preparations were not made, 


Doctor Shafran: There are other diagnostic possibilities that I will 
reserve for last because they fail to explain the whole picture. A pul- 
monary infarct is not unlikely. In this age group probably the most 
common cause of chest pain, friction rub, and hemoptysis is pulmonary 
infarction. Somewhat against this diagnosis is the fact that a lesion 
found on roentgenography, although suggestive of a pulmonary infarct, 
failed to evolve. Also, he didn’t have most of the predisposing factors 
for pulmonary infarction that you might expect. 


Rheumatic fever could cause the epistaxis, joint swelling, tachy- 
cardia, prolonged P-R interval, pericardial rub, and skin lesions. How- 
ever, I find it rather difficult to make such a diagnosis in a man 57 
years of age, nor could | readily explain the involvement of only one 
joint, the normal size of his heart, and his renal disease. With a history 
of psoriasis and the presence of a swollen, tender wrist, one might 
also think of rheumatoid arthritis. The possibility exists but I don’t 
think it is a very important one in this case. 


The patient had a history of heavy alcoholic intake and an underlying 
debilitating disease. Both factors predispose him to a terminal Fried- 
lander’s pneumonia. There are several features of this type of pneu- 
monia which this patient presented. Such patients tend to run a low- 
grade fever, usually not higher than 101° F., which is low when con- 
trasted with pneumococcus pneumonia, There is usually marked pros- 
tration and the sputum is tenacious, mucodd, and tends to stick to the 
sides of the cup. The sputum may be copious but it also may be raised 
with such difficulty that it is scant. Blood streaking of the sputum is 
quite common but is usually homogeneously mixed, giving the sputum 
a brick-red color. Pleural effusions, empyema, and pericarditis can 
occur with Friedlander’s pneumonia. Radiologically, the lesions occur 
more often in the upper lobes. Generally, these lobes appear much 
denser on x-ray and are often described as appearing to be very heavy. 
On x-ray you occasionally see a sagging, interlobar fissure, looking 
as though it is being weighted down.There is a tendency for it to cavi- 
tate because necrosis is one of the distinguishing features of Fried- 
lander’s pneumonia. Bacteremia was probably present here. Blood 
cultures of Friedlander’s bacilli have been obtained in as many as 
50 percent of the patients. It is possible that the original cause of 
the right pleuritic pain with shoulder radiation was due to a subphrenic 
abscess. Doctor Hatch, was that right diaphragm significantly elevated? 


Doctor Hatch: Not really, and it is normally higher on the right than 
the left. 

Doctor Shafran: With a five weeks’ history of right-sided chest pain, 
and few findings on his chest x-ray at the time of admission, one must 


consider a subphrenic abscess on the right, possibly due to Freid- 
lander’s bacillus. The origin would be somewhere in the gastrointesti- 
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nal tract, possibly an old perforation of the appendix or colon. I be- 
lieve that it is most likely that the Friedlander’s pneumonia was not 
primary in the lung but was the result of a Friedlander’s bacteremia. 
According to Baehr and associates,” primary infections of the lung with 
Friedlander’s bacillus are rare. They are usually secondary to bac- 
teremia. Friedlander’s bacillus is present in the feces in about five 
percent of normal persons and are also a part of the normal flora of 
the upper respiratory tract. 

I now find myself in the difficult position of having to decide on 
the cause of this man’s illness. The disease appeared to be wide- 
spread, involving many organ systems. | think this man had a diffuse 
collagen disease. There are features of both polyarteritis nodosa and 
lupus erythematosus. I prefer to think he had lupus erythematosus dis- 
seminatus which was terminally complicated by a Friedlander’s bac- 
teremia and pneumonia. 


Dr. Shafran’s diagnoses: 
1. Acute disseminated lupus erythematosus 
2. Friedlander’s pneumonia 


Doctor Haynes:* When I first saw the patient, I was impressed by the 
multiple joint involvement and thought he had a polyserositis. 


Doctor Hirsch:** Was a fundoscopic examination done? The low urinary 
specific gravity, uremia, and blood pressure of 160 suggest that he 
had contracted kidneys. Nosebleeds are very commonly seen with this 
condition. 


Doctor Delaney: The fundi were not visualized by one examiner. 


Doctor Nichols:*** Bright red conjunctival hemorrhages were seen. 
Were there any petechiae or hemorrhagic manifestations elsewhere? 


Doctor Delaney: None are noted in his chart. 


Doctor Stelle: Do you think there is any relationship between his 
alcohol intake and the fatal illness? 


Doctor Shafran: I know of no relationship of alcoholism to collagen 
disease. However, his terminal Friedlander’s pneumonia might have 
been related to his alcohol intake. There is a higher incidence of 
Friedlander’s pneumonia in alcoholics though it is also seen with 
any severe debilitating disease. 


Doctor James:**** Was a definite diagnosis made on this patient’s 
erythematous eruption? 





*Comdr. Lewis L. Haynes (MC) USN, Chief of Surgery. 
**Dr. Oscar Hirsch, Consultant in Otolaryngology. 
***Capt Ira C. Nichols (MC) USN, Chief of Neuropsychiatry. 
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Doctor Shafran: I don’t know. I assumed that this was probably resid- 
ual psoriasis. 


Doctor Volk:* The thinking of the staff on the ward was influ- 
enced by the history of alcoholism that was obtained. On a previous 
admission to another hospital, pellagra was diagnosed. The hemor- 
rhagic areas on the sclera, the hemoptysis, and epistaxis were thought 
to be due to a vitamin deficiency, possibly scurvy. He did not have 
a definite diagnosis for the skin eruption. 


Doctor Cox: According to the description given in the protocol, the 
skin lesions were nonspecific and could be pellagra, a bacterial derma- 
titis, et cetera. 


Doctor Haynes: I thought the skin changes were just a common stasis 
dermatitis around the ankles associated with small varicose veins. 


Doctor Kurzrok:** Was the urine repeatedly negative for sugar? 


Doctor Delaney: Yes. 


Doctor Sise:*** One must also add subacute bacterial endocarditis and 
amyloidosis to the differential diagnosis of a patient with uremia and 
a normal blood pressure. There were no indications that either of these 
diseases was present here. One almost never sees subacute bacterial 
endocarditis in the absence of cardiac murmurs. Amyloidosis is usually 
accompanied by hepatosplenomegaly and some elevation of serum glob- 
ulin. I congratulate Doctor Shafran on his very thorough and very in- 
teresting discussion. 


Clinical diagnoses: 
1. Friedlander’s pneumonia 
2. Laennec’s cirrhosis with multiple vitamin deficiency 
3. Uremia, cause undetermined 


PATHOLOGIC DISCUSSION 


Doctor Delaney: The pathologic findings confirm Doctor Shafran’s 
diagnoses. The major findings were in heart, kidneys, and lungs. 


The heart weighed 400 grams and was within normal limits, but there 
was a thick, fibrinous pericarditis and 30 cc. of clear, pericardial ef- 
fusion. Gross vegetations were not seen on the heart valves but micro- 
scopically the mitral leaflets and the aortic cusps showed small ver- 
rucous lesions. These excrescences were present on both surfaces of 
the mitral leaflets and on the superior surface of one of the aortic 
cusps. They were elevated, often covered by endothelium, and com 
sisted of swelling of the collagenous connective tissue, with fibrinoid 
degeneration and some inflammatory-cell infiltration. One of the lesions 
on the aortic cusp was ulcerated and covered by an irregular mass of 


*Comdr. Ralph Volk (MC) USN, Assistant Chief of Medicine. 
**Comdr. Milton Kurzrok (MC) USN, Chief of Pediatrics. 
***Dr. Herbert S. Sise, Consultant in Medicine. 
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fibrinoid material. Within the verrucous lesions on the mitral valve 
there were degenerative changes of the inflammatory cells and deeply 
staining ovoid bodies resembling the so-called hematoxylin bodies 
seen frequently in lupus erythematosus disseminatus. The myocardium 
had small perivascular areas of fibrinoid degeneration and inflammatory 
cell infiltration, but this was an extension of the reaction in the peri- 
cardium. 





Figure 1. Photomicrograph of a glomerulus showing thrombosis of the capil- 
laries of the lower tuft with early necrosis. Excessive cellularity is ap- 
parent. (Hematoxylin and eosin stain, X 350) 


The kidneys were greatly enlarged, each weighing 310 grams, and 
the cortices were swollen, smooth, dark red, and covered with pete- 
chiae. The corticomedullary differentiation was indistinct and there 
were petechiae in the medulla. Microscopically, the various lesions 
commonly seen in acute disseminated lupus erythematosus were found 
(figs. 1 and 2). Most prominent among these, in this patient, was a 
proliferative glomerulitis. There was proliferation of the capillary 
endothelium and of the capsular epithelium, leading to complete ob- 
literation of many of Bowman’s capsules and of many glomerular capil- 
laries. There were some of the typical “wire loop” glomerular capil- 
laries, but this was not a prominent feature. Within many of the capil- 
lary tutts there were fibrin thrombi which had resulted in necrosis of 
portions of the glomerular tufts. Though this resembled a somewhat 
similar and closely related disease, disseminated platelet thrombosis, 
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I believe that this can be excluded by the presence of some of the 
other components in this man’s illness. These thrombi within the glo- 
merular capillaries did not appear to be embolic because of their dis- 
tribution and their absence within other organs. 


2 


¢, 
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Figure 2. The tubular and interstitial hemorrhage is shown in this photo- 
micrograph. The glomerulus in the center of this field shows capsular pro- 
liferation with incomplete obliteration of Bowman's capsule. (Hematoxylin 
and eosin stain, X 350) 


The lungs showed an organizing and hemorrhagic pneumonia con- 
sistent with Friedlander’s pneumonia and uremia. The lungs were 
heavy and covered by fibrin from the pleural effusions. The right lung 
weighed 1,300 grams and the left 1,050 grams. There were numerous 
hemorrhagic consolidations within which were small cystic areas. 
These are sometimes seen with Friedlander’s pneumonia. There is no 
specific pulmonary picture for acute disseminated lupus erythematosus 
although it has been pointed out by many that a hemorrhagic inter- 
stitial pneumonitis is often seen with it. 


The spleen weighed 190 grams and was covered with fibrin. There 
were irregular, firm, yellow infarcts which varied from a few milli- 
meters to a few centimeters in.size. Microscopically, the infarcts ap- 
peared to be several weeks old. Within some of the central arterioles 
there were organizing thrombi. These infarcts may have resulted from 
emboli from the heart valves. The feature which is often mentioned in 
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the description of acute lupus erythematosus disseminatus in the 
spleen, the periarterial fibrosis, was not prominent in this patient but 
was present to a moderate degree. 


The liver was congested but otherwise normal. There was nothing 
to suggest a focus of Friedlander’s infection outside the lungs. 


Pathologic diagnoses: 
1. Acute disseminated lupus erythematosus 
2. Friedlander’s pneumonia, resolving 


Dr. Meissner:* Not every case of lupus erythematosus shows such a 
good correlation between clinical and pathologic features as in this 
instance. While some of the typical findings of disseminated lupus 
erythematosus are absent in this case, there are many instances where, 
in spite of the characteristic clinical course, the pathologic changes 
are minimal or difficult to find. It is only by the histologic examination 
of numerous patients that one can see the entire range of possible 
pathologic manifestations in this disease. 


The diagnosis of Friedlander’s pneumonia, in this case made clin- 
ically, is of interest. The relative frequency of this type of pneumonia 
as compared to other specified types of pneumonia is increasing now 
that pneumococcus pneumonia has been brought under control by chemo- 
therapy. In many laboratories Friedlander’s pneumonia is found at 
autopsy to be more common than pneumococcus pneumonia. The diag- 
nosis is made more often by the pathologist than by the clinician. 
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*Dr. William A. Meissner, Consultant in Pathology. 


Headache only rarely indicates a serious condition inside the skull, 
but because of this possibility and the fact that the different vari- 
eties of headache often have not been clearly distinguished, many 
physicians have avoided attempts to relieve this complaint if more is 
required than analgesic medication. This attitude is unfortunate be- 
cause differentiation of the various types of headache is usually easy, 
and symptomatic relief can often be obtained by simple methods readily 


applicable in the office. __HENRY L. WILLIAMS, M. D. 


in Illinois Medical Journal, 
p- 53, Feb. 1954 





CLINICAL AND LABORATORY NOTES 


Treatment of Aphthous Stomatitis With 
Aureomycin Mouthwash 


ALEXIS ASTAFF, Captain, DG USA 


PHTHA, the so-called “canker sore,” is a painful condition 
which may occur singly or scattered throughout the mouth; 
healing usually requires from seven to 10 days. The lesions 

have been treated topically by application of such drugs as diluted 
Talbot’s solution (iodine and zinc iodide glycerite), phenol, tri- 
chloroacetic acid, camphor spirit, and the use of aureomycin mouth- 
wash and ointment,’ Patients with aphthae have also been treated 
systemically by administering vitamin B complex, thiamine hydro- 
chloride, vitamin C, radiation therapy, vaccination with smallpox 
vaccine, aureomycin, and oxytetracycline (terramycin),?~5 


The cause of aphthous ulcers is still questionable. Some be- 
lieve they are due to the herpes virus or that they are precursors 
of herpetic gingivostomatitis. Other predisposing factors may be 
an allergy, gastrointestinal disturbances, hormonal unbalance, and 
psychosomatic factors.°*” 


Twelve patients who had one to six aphthae scattered on the 
mucous membrane of the oral cavity were selected. The ulcers 
were in various stages of the disease and only one patient had 
generalized gingivostomatitis. Body temperature of each patient 
was normal. Two ounces of aureomycin suspension, containing 
125 mg. of aureomycin per teaspoonful,’ was prescribed for each 
patient who was instructed to dilute this suspension equally with 
hot water and to rinse the mouth three times a day with it. The 
mouth was rinsed for 30 seconds around the area or areas of the 
aphthae; then the patient expectorated the solution. 


Twenty-four hours after commencing treatment patients had no 
noticeable pain. The lesion was still present but was not painful 
to pressure. After seven days most of the aphthae had disappeared 
and the mouthwash was discontinued, The patient with gingivosto- 
matitis, however, developed cheilitis and a more pronounced gen- 
eralized soreness of the tongue and mouth after 24-hour use of the 
aureomycin mouthwash, and this was then immediately dis- 
continued. 


The patient who presented acute symptoms after using the aure- 
omycin suspension was possibly allergic to the suspension. As 
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yet it has not been established whether the aureomycin is effec- 
tive directly against the herpetic virus or acts on the secondary 
bacterial invaders.’ Clinically, it appears the latter effect was 
responsible for the prompt relief of pain. This simple procedure 
is advocated for rapid relief of pain in aphthae sufferers. 
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VOGUES IN PSYCHIATRIC TREATMENT 


This enthusiasm for the new is an old pattern in medicine and es- 
pecially through the years has it been applied to the ills of mankind 
for which least specific remedies have been available. In no branch 
of medicine have there been more varied and enthusiastically accepted 
but short-lived and unproven therapies than for the common emotional 
symptoms of stress. Fifty years ago trephining was in great vogue in 
the leading medical clinics as accepted treatment for all emotional 
disturbance. We are but a few years away from the rather wholesale 
removal of teeth, tonsils, and prostate as well as long sections of 
the gastro-intestinal tract in a vain attempt to remove microscopic 
foci of infection and prevent auto-intoxication as a routine treatment 
of schizophrenia. The preliminary reports on those methods of treatment 
were as encouraging and optimistic as ones we are encountering today. 

—JOHN P. BELL, M. D. 
in Journal of the Kentucky State 
Medical Association, p. 788, Oct. 1954 





Recovery of Salmonella From 
Contaminated Cultures 


JAMES INO, M. S. 
CHARLES D. GRABER, Major, MSC, USA 


SOLATION of salmonella from cultures contaminated with 
pseudomonas organisms is difficult if not impossible using 
the usual plating technics. Inhibitory agents such as 0.1 per- 

cent sodium azide’ and 0.2 percent chloral hydrate,? commonly 
used for reducing the number of proteus bacteria in clostridial 
cultures, are ineffectual because they also hinder salmonella 
growth. Likewise the use of an antibiotic such as polymyxin 
fails because it is equally bactericidal for pseudomonas and 
salmonella.’ 


Although members of the family pseudomonadaceae are often 
motile, salmonella are much more so and this fact has been used 
on several occasions to recover the latter from a mixed culwture. 
A modification of the method of Craigie* for phase isolation in 
salmonella was used for this purpose by inoculating the mixed 
culture in one end of the tube (fig. 1) and allowing the two or- 
ganisms to migrate through the semisolid media. A telltale wake 
of hydrogen sulfide was observed tracing the growth of salmonella 
as it outdistanced the pseudomonas. By this method, isolation 
and identification of salmonella in from three to four days was 
possible. 


Five salmonella stock cultures, S. newport, S. typhimurium, 
S. paratyphi B, S.typhosa, and S. newington, were combined with 
three Pseudomonas aeruginosa strains isolated from body fluids 
of patients in this hospital. A total of 15 combinations effected 
in this manner, were inoculated to Kliglers iron agar and then 
subsequently subcultured to a U tube containing semisolid 
medium (Simmons Difco). In 24 hours it was possible to isolate 
a pure culture of the salmonella species from each of the 15 cul- 
tures at the opposite end of the U tube by streaking a salmonella- 
shigella plate. 


The use of U tube affords a fast, simple, and effective method 
for separating salmonella from pseudomonas based on the fact 
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that salmonella are almost always more actively motile than the 
pseudomonas organisms. 


Figure 1. The tube made of one-quarter inch glass tubing, seven inches long, 
is filled with semisolid medium through which the desired organism migrates. 
Sterile cotton in the ends prevents contamination. 


REFERENCES 


1. Snyder, M. L., and Lichstein, H. C: Sodium azide as inhibiting substance for 
gram-negative bacteria. J. Infect. Dis. 67: 113-115, Sept-Oct. 1940. 

2. Kramer, E., and Koch, F. E.: Hemmung des Schwarmens der Proteuskolonien 
durch Chloralhydrat, verglichen mit der Hemmung durch Dextrose, 42°-Zuchtung, Phenol, 
Natriumchloride, Wismut, Esbachs Reagenz, Malachitgrun, Galle und Kupfersul fat. 
Zentralbl. -f. Bakt. (abt. 1) 120: 452-464, May 4, 1931. 

3. Kagan, B. M.; Krevsky, D.; Milzer, A.; and Locke, M.: Polymyxin B and poly- 
myxin E; clinical and laboratory swdies. J. Lab, & Clin. Med. 37: 402-414 Mar. 195L 

4. Craigie, J.: Smdies on serological reactions of flagella of B. typhosus. J. 


Immunol. 21: 417-511, Dec. 1931. 





U. S. ARMED FORCES MEDICAL JOURNAL (Vol. VI, No. 4 


ADMIRAL HOGAN SUCCEEDS ADMIRAL PUGH, 
BECOMES 22d SURGEON GENERAL OF NAVY 


Rear Admiral Bartholomew W. Hogan became the twenty-second 
Surgeon General of the Navy on 15 February 1955, succeeding Rear 
Admiral Lamont Pugh who has held this high position for the past four 
years. Admiral Hogan is also the twenty-sixth Chief of the Navy’s 
Bureau of Medicine and Surgery. 


In a Pentagon ceremony, Rear Admiral Bartholomew W. Hogan, right, 
is swom in as Surgeon General by Rear Admiral Ira H. Nunn, 
Judge Advocate General of the Navy, in the presence of Under 
Secretary of the Navy Thomas S. Gates. 


Admiral Hogan was born in West Quincy, Mass., in 1901. In 1925 he 
received the degree of doctor of medicine from Tufts College Medical 
School, and was awarded the Phi Lambda Kappa Medal for highest 
achievement. Upon graduation he was appointed a lieutenant, junior 
grade, in the Medical Corps of the Navy and rose through the ranks to 
rear admiral. For heroic service during World War II he was awarded the 
Silver Star Medal, and later the Navy and Marine Corps Medal and the 
Purple Heart Medal. 


He has served in succession as commanding officer of the Naval 
Medical School and of the Naval Hospital, National Naval Medical 
Center. A Fellow of the American College of Physicians and the Amer- 
ican Psychiatric Association, he was appointed Deputy Surgeon General 
and Assistant Chief of the Bureau of Medicine and Surgery, in 1954. 












LEGION 


Delmar E. Domke, Col., MC, USA 
Raymond E. Duke, Col., MC, USA 

Paul S. Fancher, Col., MC, USA* 

James H. Forsee, Col., MC, USA* 
Katherine V. Jolliffe, Lt. Col., ANC, USA 
Allen F. Kingman, Jr., Maj., MC, USA 





Dominic L. Affatato, Capt., MSC, USA 
Edgar W. Bell, Capt., MSC, USA 

Donald L. Brooks, Ist Lt., MSC, USA 
Jerome M. Cohen, Ist Lt., MSC, USA 
Coursen B. Conklin, Jr., Lt. Col., MC, USA 
Charles F. Cruse, Col., MSC, USA 

Joseph K. Eisenstein, Lt. Col., DC, USA 
Carl N. Ekman, Lt. Col., MC, USA* 

Edwin Q. Fink, Lt. Col., DC, USA 

Edward W. Freitas, Ist Lt., MSC, USA 
Charles J. Gorrell, Lt. Col., MC, USA 
Bonneau E. Hall, Capt., ANC, USA 


Vernon B. Astler, Capt., MC, USA 

Jose A. Barrera, Lt. Col., DC, USA 
Rollin L. Bauchspies, Col., MC, USA 
Henry M. Berardi, Ist Lt., MSC, USA 
Inez H. Blossman, Capt., ANC, USA 
John M. Bransten, 2d Lt., MSC, USA 
Kenneth L. Briney, Ist Lt., MSC, USA 
Edna M. Browning, Capt., ANC, USA 
George W. Byers, Ist Lt., MSC, USA 
Donald K. Campbell, Ist Lit., MC, USA 
Jerome M. Cohen, Ist Lt., MSC, USA 
James R. Coy, Capt., USAF (MC) 
Eugene P. Cronkite, Comdr. (MC) USN 
Myrtle M. Denfip, Capt., ANC, USA 
Everitt P. Dolan, Ist Lt., MC, USA 
Benjamin W. Dunn, Lt. Col., USAF (DC) 
Charles M. Elwood, Ist Lt., MSC, USA 
Michael A. Giuliani, Maj., DC, USA 
Lea B. Givens, Ist Lt., MC, USA 


*Oak Leaf Cluster. 
**Awarded posthumously. 






OFFICIAL DECORATIONS 


OF MERIT 


BRONZE STAR MEDAL 


COMMENDATION 


The names of officers of the medical services who have been awarded decorations by 
the United States Army, Navy, or Air Force are published in this department each month 
following receipt of information from official sources.—Editor 
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George T. O'Reilly, Lt. Col., MSC, USA 
Ralph V. Plew, Col., MC, USA* 

George Prazak, Col., MC, USA 

James B. Stapleton, Col., MC, USA 
Robert L. Whitfield, Jr., Lt. Col., MC, USA 
Peter Zanca, Col., MC, USA 












William C. Hollifield, Lt. Col., MC, USA* 
Florence E. Judd, Maj., ANC, USA 
Franklin S. Lister, Lt. Col., DC, USA 
Millard C. Monnen, Lt. Col., MSC, USA 
Ralph H. Nedeau, CWO, MSC, USA 

Percy O. Parker, Lt. Col., DC, USA 
Russell O. Pennepacker, Lt. Col., MSC, USA 
William D. Reiber, Lt. Col., MSC, USA 
Ralph C. Singer, Maj., MC, USA 

Robert D. Vosburgh, Capt., MC, USA 
Floyd J. Wells, Maj., MSC, USA 
















RIBBON 


Joho L. Herrington, Jr., Capt, MC, USA 
LaRay D. Hooker, Maj., MSC, USA* 
Blanche M. Lewkrowicz, Capt., ANC, USA 
Herman I. Little, Maj., USAF (MSC) 
Thornton E. Luttrell, Capt., MSC, USA 
Catherine E. Neville, Capt., ANC, USA 
Donald J. Norton, 2d Lt., MSC, USA 
Raymond E. Porter, Capt., MC, USA 
Glenn H. Richmond, Capt., MC, USA 
George F. Rumer, Lt. Col., MC, USA: 
Charles G. Saracco, 1st Lt., DC, USA 
Helen J. Schnader, Maj., ANC, USA 
Malcolm S. Schryer, Ist Lt., MSC, USA 
Edward N. Schwartz, Lt. Col., USAF (MC)** 
Louis I. Sigalow, Capt., DC, USA 

Samuel J. Talarico, 2d Lt., MSC, USA 
Robert C. Templer, Capt., MSC, USA 
Peter P. Ungvarski, Capt., MSC, USA 
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PROMOTIONS OF OFFICERS 


The following officers of the military medical services on 
active duty in the Army, Navy, and Air Force have recently re- 
ceived permanent promotions to the rank indicated: 


Medical Corps 


Sven A. Bach, Maj., USA 

Sanford L. Billet, Capt., USAF 
Warner F. Bowers, Col., USA 

Vincent P. Cappelluzzo, Capt., USAF 
Robert T. Gants, Col., USA 


Harold E. Harrison, Col., USA 
Hubert W. Miller, Lt, Col., USAF 
George F. Peer, Col., USA 
Charles O. Rixey, Maj., USA 
Hal E. Snedden, Capt., USAF 


Dental Corps 


William C. Adams, Capt., USAF 
Ernest M. Baird, Capt., USAF 
Philip Barale, Capt., USAF 
George F. Coons, Capt., USAF 
Roy E. Daniel, Capt., USA 


Robert N. Harrington, Maj., USA 
Woodard M. Herring, Jr., Maj., USAF 
Billie D. McGrew, Capt., USA 
Warren C. Myers, Maj., USAF 

John W. Plummer, Capt., USA 


Veterinary Corps 


William R. Bilderback, Capt., USAF 
Frederick W. Clayton, Capt., USAF 
Edward E. Dean, Capt., USA 
Russell F. Greer, Capt., USAF 


Douglas F. Moe, Capt., USAF 
Johnie L. Reeves, Capt., USAF 
Roy W. Upham, Capt., USA 
Donald H. Yost, Capt., USA 


Medical Service Corps 


John N. Allinson, Capt., USAF 
William S. Beck, Capt., USAF 
Emery B. Busch, Jr., Ist Lt., USAF 
Alexander J. Cardarelli, Ist Lt., USAF 
Owen F. Connolly, Capt., USAF 
Raymond J. Cook, Capt., USAF 
William T. Doidge, Maj., USAF 
Norman S. Drowns, Maj., USA 
George J. Foegen, Ist Lt., USA 
Robert L. Gaines, Maj., USAF 
Walter F. Garner, Capt., USAF 

Leo W. Hall, Ist Lt., USAF 

Howard C. Hensley, Jr., Maj., USAF 
Daniel M. Herrin, Jr., Capt., USAF 
Francis L. Holihan, Capt., USAF 
Russell E. Horton, Maj., USAF 
Louis G. Howell, Maj., USAF 

John A. Johnson, Capt., USAF 
Alfred D. Kneessy, Ist Lt., USA 


Herman I. Little, Capt., USAF 
James E. March, Ist Lt., USAF 
Kenneth L. Marolf, Capt., USAF 
Robert A. Mengebier, Ist Lt., USAF 
Marion H. Mixson, Jr., Ist Lt., USAF 
Lynne B. Moore, Ist Lt., USA 

Harry B. Nicely, Jr., Capt., USAF 
Roy C. Prince, Ist Lt., USA 

Robert J. Roftis, Capt., USAF 
Domald J. Ruffing, Capt., USAF 
Harold G. Schult, Capt., USAF 
Stuart S. Smith, Maj., USAF 
Kenneth E. Smyth, Capt., USAF 
William E. Weller, Capt., USAF 
Charles J. Werderman, Capt., USAF 
Orbin R. Whitt, Capt., USAF 

Donald R. Winkelblech, Capt., USAF 
Henry M. Woolf, Capt., USA 

Billy B. Zellers, Capt., USAF 


Nurse Corps 


Martha Dean, Ist Lt., USA 
Bernice Y. Deason, Maj., USAF 
Madelyn N. Parks, Ist Lt., USA 
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Doris M. Robinson, Ist Lt., USA 
Lucile C. Slattery, Maj., USAF 
Mildred E. Smith, Maj., USAF 
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The following officers have been promoted to the temporary 


rank indicated: 


Medical Corps 


Donald J. Albrecht, Capt., USAF 
James F. Alison, Jr., Capt., USAF 
Julius M. Amberson, Capt., USN 
David M. Bikoff, Capt., USAF 
Alexander F. Bonacarti, Jr., Capt., USAF 
Anthony R. Bucalo, Capt., USAF 
William W. Cleveland, Capt., USAF 
Jerome R. Cornfield, Capt., USAF 
William J. Craig, Capt., USAF 
George S. Croffead, Capt., USAF 
Roy E. Crowder, Capt., USN 

Angel Diaz-Montanez, Capt., USAF 
Wesley Fry, Capt., USN 

Harold D. Giddings, Capt., USN 
Walter W. Gilbert, Capt., USN 

Abner M. Glover, Jr., Capt., USAF 
Philip M. Goering, Capt., USAF 
Jack K. Goodrich, Capt., USAF 
Melvin Green, Ist Lt., USAF 
William E. Greene, Jr., Capt., USAF 
Frank W. Guthrie, Jr., Capt., USAF 
Gilbert W. Hague, Capt., USAF 

John S. Hanten, Capt., USN 

Robert E. Henderson, Capt., USN 
Harold H. Hill, Capt., USN 

Charl K. Holloway, Jr., Comdr., USN 
Arthur I. Hunter, Capt., USAF 


Robert L. Knox, Capt., USAF 
William H. Long, III, Capt., USAF 
George M. Lynch, Capt., USN 

John B. Lynch, Capt., USAF 

David C. Marshall, Capt., USAF 
Presley F. Martin, Capt., USAF 
John F. McCabe, Comdr,, USN 
Robert L. Michael, Capt., USAF 
James N. Moore, Capt., USAF 

John A. Morton, Capt., USAF 
Bernard N. Nathanson, Capt., USAF 
Samuel G. Perlson, Capt., USAF 
Joe A. Presley, Capt., USAF 
Haskell I. Rabinowitz, Capt., USAF 
William C. Rike, Jr., Capt., USAF 
Sterling J. Ritchey, Col., USA 

John W. Roll, Capt., USAF 

Harold C. Schaefer, Capt., USAF 
Seymour Schifman, Capt., USAF 
James B. Seaman, Col., USA 
William Smith, Jr., Capt., USAF 
Kenneth Somers, Col., USA 

H. N. Spencer, Capt., USAF 

John H. Stover, Jr., Comdr., USN 
Benjamin H. Sullivan, Jr., Col., USA 
Cecil C. Ward, Capt., USAF 
Herman D. Webster, Jr., Capt., USAF 


Dental Corps 


Orron R. Benson, Capt., USAF 
Raymond L. Blancheri, Comdr., USN 
Paul Bostian, Comir., USN 

William J. Charm, Capt., USN 

John M. Chikuma, Capt., USAF 
Robert A. Colby, Capt., USN 
George J. Collings, Capt., USAF 
Calvin L. Foss, Comdr., USN 

Glenn C. Gould, Capt., USAF 

John P. Gustafson, Capt., USAF 
Raymond F. Johnson, Jr., Capt., USAF 
John M. Kinstle, Capt., USAF 
William L. Kostelecky, Comdr., USN 


John B. Ledfors, Capt., USAF 
George C. Lutfy, Capt., USAF 
Edward L. Maggard, Capt., USAF 
Stuart MCN. Mitchell, Col., USA 
Robert J. Muller, Capt., USAF 
Lon J. Muncy, Capt., USAF 
Leon Perahia, Capt., USAF 
Winlaw A. Priebe, Col., USA 
Malcolm S. Sharpe, Capt., USAF 
Bernard Stahl, Capt., USAF 
Charles R. Starnes, Capt., USAF 
James S. Tait, III, Capt., USAF 
Gerald S. Wank, Capt., USAF 


Veterinary Corps 


Stephen G. Asbill, Col., USA 
Joseph D. Manges, Col., USA 


Alex Munson, Maj., USAF 
John H. Rust, Col., USA 


Medical Service Corps 


George R. Beers, Capt., USAF 
Henry Bezy, Jr., Capt., USAF 

Forrest E. Bloyd, Capt., USAF 
Jeffie J. Burnett, Capt., USAF 


Herman H. Burton, Comar., USN 
Charles F. Chism, Capt., USAF 
Harry W. Combs, Jr., Comar., USN 
Howard M. Denton, Capt., USAF 
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Medical Service Corps—Continued 


Willard C. Ford, Maj., USAF, 
Joseph E. Francisco, Comdr., USN 
John L. Green, Maj., USAF 

Willard V. Gregory, Capt., USAF 
Raymond O. Haas, Maj., USAF 
John R. Haeha, Ist Lt,, USAF 
Walter H. Hafner, Maj., USAF 
Richard G. Hammer, Maj., USAF 
Clyde Hansen, Maj., USAF 
Kenneth R. Jenks, Capt., USAF 
Eugene B. Konecci, Capt., USAF 
Joseph J. Kopec, Lt. Col., USA 
Arve Lee, Comdr., USN 

Robert Y. Lee, Ist Lt., USAF 
Waldron E. Leonard, Maj., USAF 
Samuel Levinson, Ist Lt., USAF 
Converse R. Lewis, Jr., Lt. Col., USA 
Ramon C. Lewis, Comdr., USN 
Franklin C. Lothrop, Ist Lt., USAF 
William F. Y. Louie, Ist Lt., USAF 
Jack Mayer, Maj., USAF 

Vernon JT. Moss, Comdr., USN 
Wilmer B. O’Neal, Capt., USAF 


Nurse 


Helen J. Albrecht, Ist Lt., USAF 
June E. Arnold, Lt. Comdr., USN 
Dolores M. Broscious, Ist Lt., USAF 
Mildred Brown, Ist Lt., USAF 
Evelyn I. Coderre, Lt. Comdr., USN 
Deon Cole, Lt. Comdr., USN 
Kathleen T. Courtney, Ist Lt., USAF 
Kathleen R. Craig, Ist Lt., USAF 
Olea B. Crews, Capt., USAF 
Margaret M. Delaney, Capt., USAF 
Rosa J. Delfs, Lt. Comdr., USN 
Mary F. Donovan, Ist Lt., USAF 
Claire C. Eikenberg, Ist Lt., USAF 
Florence M. Frazier, Lt. Comdr., USN 
Mary R. Garner, Ist Lt., USAF 

Tekla S. Gavelek, Lt. Comir., USN 
Hazel E. Goodnight, Capt., USAF 
Mary A. Grzelka, Lt. Comir., USN 
Esther C. Harrell, Lt, Comdr., USN 
Helen O. Hedge, Ist Lt., USAF 
Martha J. Hierstein, Mqj., USAF 
Martha S. Hollick, Ist Lt., USAF 
Jeanette T. Hyde, Capt., USAF 
Josephine B. Jacques, Ist Lt., USAF 
Cecilia R. Janc, Lt. Comdr., USN 
Margaret B. Jenkins, Lt. Comdr., USN 
Edna I. Johnson, Lt, Comdr., USN 
Nina M. Kroush, Lt. Comdr., USN 
Ruth E. Krubsack, Ist Lt., USAF 
Helen M. Lechnar, Ist Lt., USAF 
Katherin M. Manning, Capt., USAF | 
Rachel L. Mitchell, Lt, Comdr., USN 


Buena V. Parks, Capt., USAF 

Clay E. Pittser, Comdr., USN 

Jerry C. Pollak, Ist Lt., USAF 
Kenneth L. Price, Comdr., USN 
Snell B. Prince, Capt., USAF 
Lawrence E. Pryor, Comdr., USN 
Herbert H. Reardon, Capt., USAF 
Howard C. Reiche, Jr., Ist Lt., USAF 
George J. Reichel, Jr., Ist Lt., USAF 
John Robinson, Jr., Ist Lt., USAF 
John M. Rutter, Comdr., USN 
James P. Smith, Comdr., USN 
William O. Smith, Ist Lt., USAF 
Earnest R. Stovall, Comdr., USN 
Margaret W. Swartz, Ist Lt., USAF 
Donald E. Walker, Ist Lt., USAF 
Frank J. Wehrman, Capt., USAF 
Francis L. Westbrook, Comdr., USN 
Wendell R. Wilkin, Lt. Col., USA 
George Wilson, Jr., Ist Lt., USAF 
Percy C. Wilson, Comdr., USN 
Louie K. Witcofski, Comdr., USN 
Donald E. Wright, Ist Lt., USAF 


Corps 


Maxine M. Moesser, Comdr., USN 
Dorothy P. Monahan, Comdr., USN 
Arliene O. Morrow, Ist Lt., USAF 
Frances B. Nixon, Lt. Comdr., USN 
Margaret M. O’Rawe, Ist Lt., USAF 
Frieda M. Palo, Ist Lt., USAF 
Doris M. J. Pelchat, Capt., USAF 
Nellie M. Penkunas, Lt, Comdr., USN 
Lois D. Polley, Ist Lt., USAF 
Francis E. Quebbeman, Comdr., USN 
Mary Ann Randazza, Ist Lt., USAF 
Gertrude H. Reid, Ist Lt., USAF 
Joan M. Rhoa, Ist Lt., USAF 
Colista F. Rida, Ist Lt., USAF 
Sylvia M. Saliunas, Capt., USAF 
Barbara B. Sanders, Ist Lt., USAF 
Theresa C. Shaw, Ist Lt., USAF 
Martha A. Smith, Ist Lt., USAF 
Margaret M. Soto, Lt. Comdr., USN 
Doris G. Spragg, Ist Lt., USAF 
Geraldine L. Steurer, Ist Lt., USAF 
Esther E. Taylor, Maj., USAF 

Willie B. Thompson, Ist Lt., USAF 
Theresa M. Tirinnanzi, Ist Lt., USAF 
France J. Valentine, Maj., USAF 
Margaret Vizard, Maj., USAF 

Edia C. Warner, Lt. Comir., USN 
Olive M. P. Wilkinson, Lt. Comdr., USN 
Ruth L. Williams, Capt., USAF 

Judy N. Wilson, Comdr., USN 

Agnes K. Wright, Ist Lt., USAF 
Emily E. Zack, Maj., USAF 
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REGULAR VETERINARY CORPS OFFICERS 
CERTIFIED BY SPECIALTY BOARDS 


Under the auspices of the American Veterinary Medical Asso- 
ciation, the American College of Veterinary Pathologists, in 
1949, and the American Board of Veterinary Public Health, in 
1951, were established to provide recognition for veterinarians 
qualified in these two specialities. At present the following 
regular Veterinary Corps officers of the Army and Air Force 
have been certified: 


American College of Veterinary Pathologists 


Charlie N. Barron, Maj., USAF Fred D, Maurer, Lt Col., USA 
Chester A. Gleiser, Lt. Col., USA John H. Rust, Lt. Col., USA 
Thomas C. Jones, Lt. Col., USA 


American Board of Veterinary Public Health 


J. B. Couch, Lt. Gol., USAF Neil G. MacEachem, Lt. Col., USAF 


Benjamin B. Freming, Maj., USAF John R, Nettles, Jr., Lt Col., USAF 
William S, Gochenour, Lt. Col., USA William D, Newles, Lt, Col, USAF 


Jack H. Hempy, Lt. Gol., USAF William B. Snodgrass, Lt. Col., USAF 
Robert L. Hummer, Lt. Col., USAF Ralph D. Walters, Lt. Col., USAF 
Wayne O. Kester, Brig. Gen., USAF (honorary) 


DEATHS 


SILBERG, Norman Robert, Captain, MC, USAR, U. S. Army Hospital, Ft. 
Devens, Mass.; graduated in 1949 from the Western Reserve University 
School of Medicine, appointed first lieutenant 17 June 1953; ordered to 
active duty 29 July 1953; died 17 January 1955, age 29, in Boston, Mass., 
of barbiturate poisoning. 
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DR. |. S. RAVDIN, DISTINGUISHED SURGEON, 


NAMED MAJOR GENERAL IN RESERVE CORPS 


Dr. I. S. Ravdin, John Rhea Barton Professor of Surgery at the Uni- 
versity of Pennsylvania and a member of the Civilian Health and Med- 
ical Advisory Council to the Assistant Secretary of Defense (Health 
and Medical), on 15 February 1955 became the first reserve Medical 
Corps officer of the Army to achieve the rank of major general while 
on inactive status. 





Left to right: Dr. Frank B. Berry, Major General George E. Armstrong, USA, 
Major General I. S. Ravdin, USAR, and Major General Howard McC. Snyder, 
USA (Ret.). 


The promotion ceremonies for Dr. Ravdin in the office of Major Gen- 
eral George E. Armstrong, Surgeon Genera! of the Army, were attended 
by his wife, Dr. Elizabeth Ravdin, and daughter, Mrs. Donald Bergus, 
and Mr. Bergus. Dr. Frank B. Berry, Assistant Secretary of Defense 
(Health and Medical), and Major General Howard McC. Snyder, USA 
(Ret.), Physician to the President, in addition to high ranking Army 
medical officers, were present to congratulate Dr. Ravdin. 


Two other Army reserve Medical Corps officers, elevated to brigadier 
general in the Medical Corps at the same time Dr. Ravdin was promoted, 
were Dr. James B. Mason, Chicago, director of professional education 
and accreditation of the American College of Surgeons, and Dr. Manfred 
U. Prescott of San Francisco. 
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A MESSAGE FROM THE A. M. A. 


The Army Service Graduate School at the Walter Reed Medical 
Center in Washington, D. C., has been conducting a course on 
“Medical Care of Atomic Casualties” for military medical officers 
and civilian physicians interested in the medical aspects of civil 
defense preparedness. A brief report on some of the items cov- 
ored in this course is both timely and of interest to medical offi- 
cers. 


Upon release from active duty, medical officers can make im- 
portant contributions to civil defense at the state and local 
levels. Some of the experience and training received by them 
in the military service is equally applicable to civil defense 
activities. In time of national emergency and in the event of an 
enemy attack upon the civilian population, the biggest respon- 
sibility will fall to physicians. 


Although the medical profession is acutely aware of its role 
and has demonstrated great interest in the medical aspects of 
civil defense, there is stilt much to be done, It is certain thata 
severe shortage of physicians to render medical services for 
mass casualties in the event of atomic attack will exist. There 
fore, it is essential that medical officers, upon release from ac- 
tive duty, participate in civic affairs directed toward civil de- 
fense preparedness. 


“Medical Care of Atomic Casualties” is a 10-day course. The 
most recent session was held from 7 to 16 March. Classes have 
averaged about 100 in attendance. The next course is scheduled 
to begin on 11 July 1955. The course usually opens with a brief- 
ing on the development of the atomic and hydrogen bombs, An 
outline is then given on the various tests made on the atomic 
bomb, the physical results, as well as the casualties caused by 
an explosion. A discussion of the Piroshima and Nagasaki bomb- 
ings is included in this part of the course. 


Following this is a detailed discussion of the total casualties 
which may be anticipated from these types of explosions. This 
subject includes reports of the different medical specialties as 
they relate to treatment. Next, the importance of sorting casual- 
ties in triage is explained and emphasis is given to preparation 
of the civilian population as well as the individual soldier on 
“self-help” and “buddy” or mutual aid. 


From The Council on National Defense of the American Medical Association. The 


views and opinions expressed are not necessarily those of the Department of Dtfense. 
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The course points out that in the event of an enemy attack 
using modern day weapons, three primary types of casualties will 
have to be dealt with. Casualties would occur from: (1) blast, 
consisting of primary and secondary wounds; (2) thermal, includ 
ing first, second, and third degree burns; and (3) ionizing radi- 
ation, the later effects on those who reach a dressing station. 
Talks are also given and discussions held on special treatment 
of burns, shock, fractures, debridement, blood, and blood sub- 
stitutes and expanders. One lecture is devoted to civil defense, 
and an afternoon is spent at the Civil Defense School at Olney, 
Md. Biologic and chemical warfare are likewise reported on and 
discussed, 


These courses have made it apparent that an atomic bomb will 
cause much destruction of property and life, as well as produce 
mass casualties. Multiple atomic bomb attacks or use of the 
hydrogen bomb will multiply these results to much larger pro- 
portions. The courses have also demonstrated that preparation, 
from the medical standpoint, must be to an extent hitherto un- 
known. In spite of this gigantic task, the course does show how 
the medical profession can effectively handle such an attack if 
it has proper preparedness. The demands will be so great that 
use of paramedical personnel must be planned. These would in- 
clude dentists, veterinarians, nurses, technicians, former medi- 
cal corpsmen, et cetera. 


Plans are being made by the Army to conduct this course every 
two months this year for the purpose of educating military medi- 
cal officers and civilian physicians in the care of mass casual- 
ties following an atomic or hydrogen bomb attack. The Surgeon 
General of the Army assisted in providing a team of physicians 
which is visiting medical societies and medical schools to pre- 
sent some of the high points of the course. 





The unwarranted use of parenteral medication favors haphazard diag- 
nosis and follow-up care; it leads to prolonged and unnecessary therapy 
unless kept rigorously supervised. There is considerable evidence that 
many iatrogenic illnesses are induced by the unnecessary use of 
“shots.” It would be well if each of us resolved to scrutinize closely 
and analyze carefully our indications for parenteral medications. 


—JESSE D. RISING, M. D. 
in Missouri Medicme, 


p. 1019, Dec. 1954 
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THE MEDICAL OFFICER WRITES 


Articles Published in Other Journals 


Armstrong, G. E., Maj. Gen., MC, USA: Role of Army Medical Service in maintenance 
of national health. Mil, Med. 116: 10-14, Jan. 1955. 

Baden, E., Capt., USAF (DC), and Pierce, H. E., Capt., USAF (MC): Angular cheilosis 
and macroglossia; report of case. Oral Surg., Oral Med. & Oral Path. 8: 100-105, Jan. 
1955. 

Blake, H. A., Maj., MC, USA; Goyette, E. M., Col., MC, USA; Lyter, GC. S., Col., MC, 
USA; and Swan, H.: Subcutaneous fat necrosis complicating hypothermia. J. Pediat. 
46: 78-80, Jan 1955. 

Byrnes, V. A., Col., USAF (MC); Brown, D. V. L., Capt, USAF (MC); Rose, H. W.; 
and Cibis, P. A.: Retinal bums—new hazard of atomic bomb J. A. M. A. 157: 21-22, 
Jan. 1, 1955. 

Campbell, R. E., and Pruitt, F. W., Col., MC, USA: Effect of vitamin B,, and folic 
acid in treatment of viral hepatitis. Am J. M. Sc. 229: 8-15, Jam 1955. 

Cohen, E. A., Capt., MC, USA: Splenosis; review and report of subcutaneous splenic 
implant. A. M. A. Arch, Surg. 69: 777-784, Dec. 1954. 

Collings, G. J., First Lt., USAF (DC): Reimplantation of tooth. Oral Surg., Oral Med. 
& Oral Path 8: 44-46, Jan. 1955. 

Crosby, W. H., Lt. Col., MC, USA: Metabolism of hemoglobin and bile pigment in 
hemolytic disease. Am. J. Med, 18: 112-122, Jan. 1955. 

Danzig, L. E., Capt., MC, USAR: Dynamics of thiocyanate dialyses; artificial kidney 
in therapy of thiocyanate intoxication. New England J. Med. 252: 49-57, Jan. 13, 1955. 

Dubin, I. N., and Johnson, F. B., Capt., MC, USA: Chronic idiopathic jaundice with 
unidentified pigment in liver cells; new clinicopathologic entity with report of 12 cases. 
Medicine 33: 155197, Sept. 1954. 

Fenno, R. M., Maj, USAF (MC): Man’s milieu in space; summary of physiologic require- 
ments of man in sealed cabin. J. Aviation Med. 25: 612-622, Dec. 1954, 

Fugitt, C. H., Lt., (MSC) USNR: Direct cineradiography. J. Aviation Med. 25: 660-663, 
Dec. 1954, 

Gell, C. F., Capt. (MC) USN, and Hunter, H. N.: Physiologic investigation of increas- 
ing resistance to blackout by progressive backward tilting to supine position. J, Aviation 
Med. 25: 568-577, Dec. 1954, 


Goyette, E. M., Col., MC, USA; Blake, H. A., Maj.. MC, USA; Forsee, J. H.,Col., MC, 
USA; and Swan, H.: Traumatic aortic neurysms. Caculation 10: 824-828, Dec. 1954 


Graber, C. D., Maje, MSC, USA, and Dunlop, S. G.: Incidence of serologic types of 
escherichia coli associated with infantile diarrhea among pediatric patients in Denver 
area. J. Lab. & Clin. Med. 44: 416-421, Sept. 1954. 


Graybiel, A., Capt. (MC) USN: Aerometeorism J. Aviation Med, 25: 664-666, 679, 
Dec. 1954 


Grollman, A.; Johnson, R. L., Maj., USAF (MC); and Regan, W. W., Capt., USAF (MC): 
Clinical evaluation of colchicine in treatment of Hodgkin’s disease. Ann Int. Med, 


42: 154-170, Jan. 1955. 
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Howell, J. A., Capt.. MC, USA: Treatment of maxillofacial injuries in Korea. Plast, 
& Reconstruct. Surg. 15: 37-40, Jan. 1955. 


James, P. R., Lt. (MC) USN: Gastrointestinal allergy; review and case report. Am J, 
Gastroenterol. 23: 26-31, Jan. 1955. 


Johnson, R. P., Col., MC, USA: Anomalous pulmonary veins; report of 9 cases, 
Ann. Int. Med. 42: 11-25, Jan. 1955. 


Kuitert, J. H., Lt. Cole, MC, USA, and Harr, E. T., Maj., WMSC, USA: Introduction 
to clinical application of ultrasound. Physical Therapy Rev. 35: 19-25, Jan. 1955, 


Lifschutz, J. E., Capt.. MC, USA: Insulin coma therapy. Am, J. Psychiat. 111: 
466-469, Dec. 1954. 


Lipkin, M., Lt (MC) USNR, and Ratcliffe, H. L.: Some effects of cyclic acceleration 
in rhesus monkeys. J. Aviation Med, 25: 594-599, Dec. 1954. 


Liu, P., and Newton, A., Maj., MSC, USA: Rapid chlamydospore formation Candida 
albicans in buffered alkaline medium. Am. J. Clin. Path 25: 93-97, Jan. 1955. 


MacPherson, D. J., Lt. (MC) USN; Ledbetter, R. K., Jn, Lt. (jg) (MSC) USN; and 
Martens, V. E., Comdr. (MC) USN: Test for immobilization of Treponema pallidum; 
correlation with some of the standard serologic tests for syphilis. Am J. Clin. Path. 
25: 89-92, Jan. 1955. 


Madden, W. F., Lt. Comdr. (MSC) USN: Measurement of personality variables by degree 
relevance. J. Aviation Med, 25: 623-629, Dec. 1954 


Melton, R. S., Lt. (jg) (MSC) USNR: Studies in evaluation of personality characteristics 
of successful naval aviators. J. Aviation Med. 25: 600-604, 650, Dec. 1954. 


Miller, G., Capt. MC, USA, and Pollock, B. E., Col., MC, USA: Total anomalous 
pulmonary venous drainage. Am Heart J. 49: 127-134, Jan. 1955. 


Moore, C. A., Capt., MC, USA, and Dodson, C. C., Col., MC, USA: Urinary tract calculi 
in children; renal and vesical calculi in 8-month-old child. A. M. A. Am J. Dis. Child 
88: 743-748, Dec. 1954, 


Moseley, H. G.: Short seconds! Flying Safety. 10: 16-19, Dec. 1954. 

Paris, L., Capt., MC, USAR: Pneumatosis cystoides intestinalis in infancy. J. Pediat. 
46: 1-17, Jan, 1955. 

Pearson, C, M., Capt., MC, USAR, and Hall, R. J., Majey MC, USA: Electrocardio- 
graphic findings in epidemic hemorrhagic fever, Circulation 10: 855-858, Dea 1954. 

Perl, W. R., Capt., MSC, USA: On psychodiagnostic value of handwriting analysis. 
Am J. Psychiat. 111: 595-602, Feb. 1955. 


Pryles, C. V., and Heggestad, G. E., Capt., MC, USA: Large cavernous hemangioma 
of liver; successful resection in 18-month-old infant A. M. A. Am J. Dis. Child. 88: 
759-763, Dec. 1954. 


Randel, H. W., Maj., USAF (MC), and Ward, J. E., First Lt., USAF (MC): Aircrew 
indoctrination in air force partial pressure suit and accessory equipment; medical as- 
pects. J. Aviation Med. 25: 637-650, Dec. 1954, 


Redmond, A. J., Capt., USAF (MC): Infectious mononucleosis treated with ACTH. 
New York State J. Med. 54: 3411-3414, Dec. 15, 1954. 


Rodriquez, S., Maje, MC, USA; Toland, W. J., Capt., MC, USA; and Schwartz, J. W., 
Col., MC, USA: Nephrectomy —10-year analysis. Mil. Surgeon 115: 426-431, Dec. 1954. 


Slocum, H. C., Col., MC, USA: Problems of overtreatment of surgical patients with 
depressant drugs. J. A. M A. 156: 1573-1575, Dec. 25, 1954 


Walker, W. J., Lt. Col., MC, USA, and Richmond, G. H., Capt., MC, USA: Posterior 
ventricular aneurysm in patient with dextrocardia and situs inversus. Am Heart J. 
48: 275-279, Aug. 1954, 
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BOOKS 


Reviews of Recent Books 





RECENT DEVELOPMENTS IN PSYCHOSOMATIC MEDICINE, edited by Eric 
D. Wittkower, M. D., and R. A. Cleghorn, M. D., D. Sc. 495 pages. 
J. B. Lippincott Co., Philadelphia, Pa., 1954. Price $10. 


This volume is actually a summation of recent developments in 
psychosomatic medicine, and fulfills its purpose. It is also an effort 
to organize and codify current knowledge. The 29 contributors are out- 
standing in the field, and much of the writing is excellent. One of the 
two sections of the book is devoted mostly to specific disease entities, 
and the other section is more significant as a synthesizing effort to 
join common denominators in a total picture of psychosomatic medicine. 
Of considerable interest and importance perspectively is the chapter on 
historical developments. Each chapter is followed by a well-selected 
bibliography. 


This book is recommended reading as a text, as a yearbook, and 
especially as a cross-sectional evaluation and definition of the sub- 
ject. This is not to say that it makes easy reading or can be easily 
digested by the novice. On the contrary, so much thought and effort 
are captured in this volume, and so many issues are raised, that reading 
and re-reading are indicated. —DONALD B. PETERSON, Col., MC, USA 


THE DIGITAL CIRCULATION, by Milton Mendlowitz, M. D. 182 pages; illus- 

trated. Grune & Stratton, Inc., New York, N. Y., 1954. Price $6.75. 

This monograph brings together much information on the anatomy, 

physiology, and pathology of the digital circulation which would other- 

wise require the student to search through many references (636 are 

listed) to review the available investigative methods of skin temperature 
measurement, plethysmography, and graphic oscillometry. 


Chapters on anatomy, physiology, pharmacology, pathology, and 
methods are well written. In others there are clinical considerations of 
peripheral vascular disease, clubbing, hypertension, sympathectomy, 
coronary occlusion, anemia, and polycythemia. These chapters serve as 
illustrations of the abnormalities of digital circulation present rather 
than as diagnostic or therapeutic instructions on peripheral vascular 
disease. Of particular value are the author’s extensive personal contri- 
butions to the study of the digital circulation. 


This work is attractively illustrated and well indexed. It can be 
recommended as a valuable reference for all students of the subject 
with either a research or clinical interest. This group is not a large 
one, however. For the internist and student, availability of this work 
in the library should suffice. ——BYRON E. POLLOCK, Col., MC, USA 
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CONTROL OF RATS AND MICE, Volumes I and II, Rats, edited by Dennis 
Chitty. Volume III, House Mice, edited by H. N. Souther, Volumes | 
and II, 532 pages; volume III, 225 pages; illustrated. Oxford University 
Press, New York, N. Y., 1954. Price $16.80 per set of 3 volumes. 


These volumes report on rodent control research conducted by the 
Bureau of Animal Population, Department of Zoological Field Studies, 
Oxford University, during the period from September 1939 to July 1947, 
During that time the Bureau acted as a research and scientific advisory 
service on rodent control to the Agricultural Research Council and, 
through it, to other government departments. 


A wealth of information is presented on the properties of poisons 
used in rodent control, bait stations, habits and ecology of rodents, 
their response to baits, and rat and mouse control in specific envi- 
ronments. A detailed index and numerous references add to the useful- 
ness of the volumes. Their value is restricted by the fact that the work 
reported was largely wartime research in England, which necessitated 
placing emphasis on those poisons and bait materials available at that 
time. It is particularly unfortunate that a book appearing in 1954 devotes 
so little attention to the anticoagulant rodenticides. The only mention 
of this subject is a two-page discussion of warfarin. 


The editor states in the preface that “anyone who wishes to get rid 
of rats is strongly advised to obtain the government bulletins referred 
to in chapter 1. This will be cheaper and better than trying to use 
the present volumes as a manual on rat control.” With this opinion I 
agree. These volumes should be of great value to those engaged in re- 
search on rodents and their control, but they do not satisfy the need for 
a reference volume on the control of rodents for the use of those who 
plan and supervise such activitiés.—RALPH W. BUNN, Lt. Col., MSC, USA 


THE YEAR BOOK OF MEDICINE, edited by Paul B. Beeson, M. D., Carl 
Muschenheim, M. D.; William B. Castle, M. D.; Tinsley R. Harrison, 
M. D.; Franz J. Ingelfinger, M. D.; and Philip K. Bondy, M D. 711 
pages; illustrated. The Year Book Publishers, Inc., Chicago, IIl., 1954. 
Price $6. 

The abstracted articles in this new edition are from reports in U. S. 
and foreign journals during the period from May 1953 to May 1954. 
The articles on infections, the chest, blood and blood-forming organs, 
heart, blood vessels, kidneys, digestive system, and metabolism se- 
lected for abstraction adequately cover the literature of the period and 
reflect the wide range of knowledge and interest of the editors. Their 
concise and critical comments following many of the articles are help- 


ful. 


The publication data following each article provides the reader with 
a ready reference to the original material. The index is excellent. This 
edition compares favorably with its valued predecessors, and the excel- 
lent format is unchanged. This volume remains a must for every prac- 
ticing physician. —MERRILL C. DAVENPORT, Col., MC, USA 





co 


re -- = og DD wer F* 


ee eee 


ian 


sae a es 





nnis 
es | 
sity 


es, 
i7, 
ry 
id 


ns 
S, 
Vi- 
il- 
tk 
ed 


at 


on 





April 1955) REVIEWS OF RECENT BOOKS 601 


THE VOICE OF NEUROSIS, by Paul J. Moses, M. D. 131 pages; illustrated. 
Grune & Stratton, Inc., New York, N. Y., 1954. Price $4. 

This is probably the most complete treatise published concerning 
the evaluation of neurotic traits of personality through an analysis of 
speech. The author’s philosophy is based on the premise that there is 
a definite correlation between neurotic tendencies and the character 
of the voice. 


The development of vocal character is discussed in the first portion 
of the book and the influence of environmental experiences on the 
personality as expressed through the voice is traced from infancy to 
adulthood. A major portion is devoted to a discussion of a rather de- 
tailed list of “acoustic dimensions of voice with respect to how these 
dimensions are affected by various types of neuroses. Conversely, the 
influence of the most commonly encountered neuroses on voice is ex- 
plained. Exemplary relationships between the various dimensions of 
voice are given as an aid to analysis of neurotic personality. 


The book is well written and is relatively free of difficult, unfamiliar 
technical terms. The author has done well in breaking down the various 
aspects of voice and of stressing the development of voice character- 
istics in relation to the type of neurotic symptoms. He might have 
indicated, however, that an evaluation of personality through vocal 
analysis should be verified by other recognized means. In addition, 
advice might have been given on proper referrals and follow-up. Recog- 
nition is not given to the importance of the team; otolaryngologists, 
psychiatrists, and speech pathologists need each other’s services in 
treating voice disorders. 


Although the book is probably intended primarily for psychologists, 
the otolaryngologist, psychiatrist, and speech pathologist should find it 
most helpful because most of the discussion and all the case histories 
involve functional voice disorders.—JAMES P. ALBRITE, Maj, MC, USA 


PHYSICAL THERAPY AFTER AMPUTATION, by Margaret Bryce, 92 pages; 
illustrated. University of Wisconsin Press, Madison, Wis., 1954. Price 


$1.50. 

This manual presents the standard procedures for the rehabilitation 
of patients following amputations below, through, or above the knee. 
These are discussed chronologically, starting with the technics and 
procedures for positioning ofthe amputated leg immediately following 
operation and continuing through the phases of bandaging, exercises, 
and prosthetic training. The steps are graphically illustrated in an 
appended chart, “Sequence of Events,” which indicates in weeks the 
progression of treatment procedures for uncomplicated amputation. 


The description of the treatment procedures is clear and concise and 
designed to provide easy reference. Further description of the methods 
of bandaging the amputation stump below the knee would have improved 
the chapter on bandaging. Much practical information on the cause of 
various limps and suggested corrective procedures is included. The 
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chapter on prostheses presents information on the elementary principles 
and types of prostheses which is essential to an intelligent application 
of exercise and gait-training procedures as well as to effective co 
operation with the prosthesis maker in the achievement of good results. 
A separate chapter is devoted to the suction socket. 


The bibliography is excellent and is an asset to the physical thera- 
pist’s professional library. The author of this book is to be congratu- 
lated on having compiled a well-organized, valuable, and practical 
manual for physical therapists concerned with the care of lower-extrem- 
ity amputees.—HARRIET S. LEE, Lt. Col., WMSC(PT), USA 


RADIOLOGY for Medical Students, by Fred Jenner Hodges, M. D.; Isadore 
Lampe, M. D.; and John Floyd Holt, M. D. 2d edition. 439 pages; illus- 
trated. The Year Book Publishers, Inc., Chicago, Ill., 1954. Price $8, 


This textbook of diagnostic and therapeutic radiology was written ex- 
pressly for the undergraduate student of medicine. It covers the funda- 
mentals of the subject in a concise, readable, and interesting manner. 
The revised edition has faithfully followed the intent of the original 
volume but the material has been brought up to date. The principal 
additions include discussions of congenital heart lesions and their 
demonstration with angiocardiography, pulmonary “coin” lesions, new 
methods for cholecystography, Hirschsprung’s disease, presacral 
pneumography, and transiumbar aortography. The therapy section now 
includes material on the production and use of radioactive isotopes. 
The author includes his five-year “cure” rates in treating patients with 
the most common malignant lesions. 


The diagnostic section is illustrated with well-chosen and excellent 
reproductions. The therapeutic section presents the most common malig- 
nancies of the major body regions and describes treatment in general 
térms. Nonmalignant conditions are also briefly discussed. The ulti- 
mate target as expressed by the author is “an understanding of the 
foundations upon which modern therapy is built.” 


The bibliographies are well chosen and provide a list of the most 
significant contributions from the literature, although in keeping with 
the purpose of the book they are limited in number.The index covers 
the subject matter adequately. This is a useful book for residents in 
radiology, and a compact reference for the clinician interested in this 
field. — PAUL O. WELLS, Col., MC, USA 


EXISTENCE AND THERAPY, by Ulrich Sonnemann, Ph. D. 372 pages. Grune 
& Stratton, New York, N. Y., 1954. Price $5. 


This book is difficult to read, and even more difficult to understand. 
The language is often abstract and abstruse; most of the concepts and 
ideas are essentially dialectic, metaphysical, and ontological. 


The contents are divided into three parts: “The Crisis of Knowledge 
and the Rise of Phenomenology;” “The Spectre of Nothingness and the 
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Janus Face of Reflection;” and “The Peril to Man, and Psychotherapy: 
The Freedom to Be.” Despite the use of the term “therapy” in the title, 
the author is primarily concemed with existential analysis (somewhat 
related to Sartre’s writings), and the reader will search in vain for any 
appreciable discussion of therapy. Of significance is the fact that the 
term ‘therapy” is not listed in the five-page index! 


The author is oriented toward a Gestalt-type position, although the 
exact nature of his thesis is not communicated clearly in the text. 
Virtually all bibliographic references are to philosophers, Gestalt 
psychologists, and psychoanalytic writers. Fxtensive use is made of 
words set off in italics, presumably for emphasis; however, this merely 
seems to emphasize the confusion inherent throughout the volume. 


There is no mention of the type of reader the author hopes to reach. 
This reviewer can find little to recommend about this book to anyone 
except a staunch pre-Reichenbach student in philosophy. 

—SEYMOUR FISHER, Pb. D. 


THE NEW WARFARE, by Brigadier C N. Barclay, C. B. E., D. S. O. 65 pages. 
Philosophical Library, Inc., New York, N. Y., 1954. Price $2.75. 


We are living in a period of limited war rather than in a time of uneasy 
peace, according to Brigadier Barclay. A new type of warfare has 
evolved which uses weapons against the mind and emotions of a people 
as distinct from those which render bodily and economic harm. It is 
motivated by the fear that another all-out shooting war would be cat- 
astrophic to the two major ideologic forces pitted against each other 
today. The various weapons of the “*new-type warfare” include a delib- 
erate and carefully wrought campaign of threat, propaganda, and subver- 
sive activity as well as limited shooting, sometimes by proxy. Until 
there is resolution of the conflict between Russian communism and free 
democracy, this warfare must be continued upon a realistic basis. This 
includes acceptance of the fact that the present world disturbance will 
“take a long time to remedy” and that the problem must be solved by a 
“proper blend of moral and material values” without too much emphasis 
upon either. 


While this volume attempts to formulate basic principles and technics 
for carrying out the new warfare, it does not expand them. It is indeed 
little more than a precis. Although it can provide ready reading for the 
casual student of military history, it cannot sustain the depth of inter- 
est aroused by a Clausewitz or a Mahan.—mMAE M. LINK, Pb. D. 


CLINICAL APPROACH TO JAUNDICE, by Leon Schiff, M. D., Ph. D. Ameri- 
can Lecture Series, Publication Number 202, A Monograph in American 
Lectures in Abdominal Viscera. Edited by Lester E. Dragstedt, M. D. 
113 pages; illustrated. Charles C Thomas, Publisher, Springfield, IIl., 
1954. Price $3.75. 


The opening sentence of the author’s preface states that “accurate 
diagnosis of the cause of jaundice is essential to proper therapy.” This 
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statement cannot be disputed, and the monograph does much toward 
presenting and clarifying the means for making such accurate diagnosis. 
The subject matter is divided into chapters on clinical examination, 
laboratory tests, roentgen examination, needle biopsy of the liver, and 
limitations and pitfalls. 


In the first chapter the reader is told that a well-taken history and 
properly observed physical examination should lead one te a correct 
diagnosis in 60 to 80 percent of cases. Another chapter discusses | iver 
function tests and provides a brief but adequate description and inter- 
pretation of each of those related to this organ and to obstructive dis- 
ease. Under ‘supplementary tests” is discussed the very useful, but 
comparatively infrequently used, duodenal drainage. The section on 
roentgen examination presents 20 reproductions of roentgenograms and 
only serves to show that little help in the differential diagnosis of jaun- 
dice may be expected from this source. The technics for performing 
needle biopsy of the liver are described and 22 photomicrographs of 
liver biopsy specimens are reproduced. They represent the various 
lesions one may expect to find in the diseased and invaded liver. 


In spite of the author’s apology, the bibliography is extensive enough, 
the index is complete, and all illustrations are clear. The reader may 
refer to this book and obtain desired information almost at a glance. 
This monograph represents the present-day trend toward small-unit 
references rather than cumbersome, all-inclusive, expensive volumes. 

— RALPH VOLK, Comdr. (MC) USN 


DIAGNOSIS AND TREATMENT OF THE ACUTE PHASE OF POLIOMYELITIS 
AND ITS COMPLICATIONS, edited by Albert G. Bower, M. D. 250 
pages; 64 figures. The Williams & Wilkins Co., Baltimore, Md., 1954. 
Price $6.50. 

Under the guidance of the editor, 14 associates with a vast experi- 
ence in the management of acute poliomyelitis have collaborated in 
writing a modern classic. The most prominent feature is the recurring 
emphasis on the early recognition and rational management of respir- 
atory failure: “. . . no-patient dies of acute poliomyelitis except as the 
result of respiratory insufficiency; he can’t breathe, so he dies.” The 
hand of the editor is evident throughout in reaffirming this principle 
as the paramount consideration in the management of the acute stage. 


Authorities may differ with some of the fine points expressed, but 
this is a practical book, founded on clinical experience, and designed 
for practicing physicians who may need guidance in immediate matters 
of management; as such it is admirably conceived and concisely and 
lucidly presented. Particularly noteworthy are the chapters, “Detection 
and Care of Respiratory Difficulty,” “Biochemistry Electrolyte 
Changes,” and “Experience of Washoe County Medical Team.” 


The illustrations are excellent. Those relating to mechanical devices 
described and advocated in the text—tracheotomy tubes, nebulizer unit, 
ventilation meter, and respirators and accessories—are of real value 
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in their contribution to the effectiveness of the book. The bibliography 
is Mot extensive, but it need not be in a book concerned mainly with 
the personal clinical experiences of the authors. The effectiveness of 
the recommended procedures in the management of respiratory failure 
is disclosed in the combined mortality rate over a two year period of 
only 20 percent for respirator patients, as contrasted with the usual 
mortality of 50 percent or higher among such patients. 


This book should be in the hands of every physician who is likely 
to see patients with acute poliomyelitis. 


—ROBERT K. MOXON, Lt. Comdr. (MC) USN 


THE GRAPHOMOTOR PROJECTION TECHNIQUE, by Samuel B. Kutash, 
Ph. D., and Raymond H. Gehl, M. D. American Lecture Series, Publi- 
cation Number 218, A Monograph in The Bannerstone Division of Ameri- 
can Lectures in Psychology. Edited by Molly Harrower, Ph. D. 133 
pages; illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1954. 
Price $3.75 


This manual presents the facts and principles underlying the admin- 
istration, scoring, and interpretation of a new psychodiagnostic method 
called the graphomotor projection technic. Consisting of five brief chap- 
ters, the authors discuss the historical background and theory, admin- 
istration and scoring methods, clinical utility with specific case illus 
trations, and a comparative study of schizophrenics and normals. 
Appended record blanks, a bibliography, and an index complete the 
volume. 


The graphomotor projection technic requires a blindfolded subject 
to devote two five-minute periods to the free, unstructured movement 
of a pencil on a nine- by nine-inch square of paper. After each period 
the subject spends a short time identifying any objects, pictures, and 
figures suggested to him by the tracings. The production is then scored 
in numerous ways; e. g., in terms of latency, density, speed of move- 
ment, line width, line breaks, number of times off the page, number of 
pauses, content identification, and general configuration. The rationale 
of all this is that the productions are presumed to reflect the subject’s 
“inner promptings,” available energy, co-ordination, tension, and “de- 
gree of conscious control.” 


A comparative study of schizophrenics and normals provides evi- 
dence of the reliability of scoring and the validity with which dis- 
tinctions can be made between the groups in terms of production meas- 
urements. Unfortunately, however, the validity with which the technic 
can be used as a*general psychodiagnostic tool is not underwritten by 
comparable experimental evidence. No doubt the authors plan to secure 
such evidence. Meanwhile, they have asked the reader to rely upon their 
clinical judgment and experience. Under these circumstances the best 
that can be said is that their speculations about the diagnostic impli- 
cations of various signs are hypotheses which require experimental 
verification, —ROBERT B. PAYNE, Maj., USAF (MSC) 
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CLINICAL MEASUREMENT OF UTERINE FORCES IN PREGNANCY AND 
LABOR, by S. R. M. Reynolds, Ph. D., D. Sc.; Jerome S. Harris, M. D.; 
and Irwin H. Kaiser, M. D., Ph. D. 328 pages; illustrated. Charles C 
Thomas, Publisher, Springfield, Ill., 1954. Price $9.50. 

The title of this book is somewhat misleading. The field of “toko- 
dynamometry” is clinical in the sense that it is applied to patients, but 
it is not clinical so far as its application to everyday clinical practice 
is concerned. The book is written mainly for those who are interested 
in research on uterine contractions, especially those unfamiliar with 
the technic of planning and conducting tests, and analyzing the results 
obtained on a series of cases. 


The authors hope that this work will hasten standardization of termi- 
nology and procedure in a field of investigation where at present a 
great deal of confusion exists. Its value as a reference would have 
been greatly enhanced had the authors based their conclusions on 
results obtained from the study of an adequate number of cases. 
Notable omissions in the types of cases studied are those with pre- 
mature separatim of the placenta and those receiving general 
anesthesia. 


Experimental work concerning the effects of epinephrine and l-nor 
epinephrine on the uterus is described in detail. The authors speculate 
that the adrenal medulla may be the factor responsible for the ineffec- 
tual contractions of the apprehensive patient. They cite recent investi- 
gations by other workers which show that epinephrine blood levels are 
much higher in the frightened patient than they are in the reassured one. 


For those obstetricians who are not by now familiar with the technic 
of using dilute intravenous pitocin (alphahypophamine) solution for 
selected cases of inertia, for the induction of labor, and for postpartum 
atony, the chapter on the effect of pitocin on the uterus is well worth 
reading. Also of value to the practicing obstetrician are those sections 
dealing with the effects of the psyche, anesthetics, and analgesics on 
labor. 


The work is well printed on a good grade of paper with a large and 
clear type, the binding is adequate, and the text is amply illustrated. 
—LEWIS T. DORGAN, Capt. (MC) USN 


TEXTBOOK OF BACTERIOLOGY, by Joseph M. Dougherty, Ph. D., and 
Anthony J. Lamberti, M. S. 3d edition. 598 pages; 190 illustrations 
The C. V. Mosby Co., St. Louis, Mo., 1954. Price $8.25. 


This volume serves two major objectives by incorporating many of 
the features of a general bacteriology text along with those aspects 
usually emphasized only in treatises on microorganisms of medical 
importance to man. The authors’ philosophy holds that full realization 
of the role played by microorganisms in the development of present-day 
social and economic structures is desirable for attainment of a broad 
academic background. It follows that the college undergraduate can 
more readily achieve this understanding by thorough comprehension 





> 
> 


ae a eS oe lll el 








. D; 


koe 
but 
ice 
ted 
ith 
Its 





April 1955) REVIEWS OF RECENT BOOKS 607 


of the basic concepts of the science of microbiology than through 
accumulation of highly technical knowledge which may not have general 
application. In keeping with this philosophy, the subject matter, for 
the most part, is presented rather briefly and concisely. While this 
approach permits broad coverage of topics, brevity affords the oppor- 
tunity, in some instances, for misinterpretation by the reader of the 
exact meaning or full implication of key terms and vital concepts. 
Amplification of material in lecture, or assignment of collateral reading 
from carefully selected review articles, would enhance the value of this 
text, particularly for those students whose chosen field of study lies 
within the biologic sciences. 


Illustrations are generally of excellent quality, although in some 
cases equipment no longer commonly encountered in modern laborato- 
ties is portrayed. A considerable part of the bibliography which follows 
each chapter is devoted to the older literature, including many publi- 
cations of largely historical interest; however, a sufficient number 
of recent texts are referenced so that effectiveness is retained. This 
volume accomplishes quite adequately the purpose for which the authors 
envisioned it—primarily as an introduction to microbiology for those 
undergraduates interested in a rapid survey of this field of science. 

—FRANKLIN L. DAVIS, Jr., Capt., USAF (MSC) 


ROENTGENOGRAPHIC TECHNIQUE, by Darmon Artelle Rhinebart, M. D. 
4th edition, thoroughly revised. 454 pages; 216 illustrations. Lea & 


Febiger, Philadelphia, Pa., 1954. Price $8.50. 


The author improved an already excellent text in this fourth edition. 
It is primarily intended for the training of technicians, medical stu- 
dents, and physicians who occasionally do roentgenographic work. In 
the words of the author, “emphasis is placed on a method of developing 
a roentgenographic technic by experimental exposures and by charting 
the results of actual diagnostic procedures.” Discussion of the more 
technical procedures, such as kymography, body-section roentgenog- 
raphy, cardiography, and cerebral angiography, has been omitted. 


The text is well illustrated. In nearly every case the technical de- 
tails are accompanied by a photograph of the patient correctly posi- 
tioned and by a reproduction of a typical radiograph. These make for 
easy reading and understanding. Although the material is presented 
in a simple and concise form, the more advanced reader can find refer- 
ences for additional information in the extensive and up-to-date bibli- 
ographies which follow 19 of the 21 chapters. The material is well 
indexed. The chapters on the roentgenographic examination of the 
teeth and of the gastrointestinal tract are particularly good. The print- 
ing and binding are attractive. 

This book should be of interest to technicians, and residents in 


radiology, physicians doing occasional roentgenographic work, and 
radiologists responsible for the training of medical students and tech- 


nicians.—ROBERT V. McALLISTER, Maj., MC, USA 
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PARKINSONISM AND ITS TREATMENT, edited by Lewis J. Doshay, M. D., 
Ph. D. 152 pages; illustrated. J. B. Lippincott Co., Philadelphia, Pa., 
1954. Price $3. 


This small monograph of nine chapters, each written by a recognized 
authority in the field of neurology, was prompted by the increasing 
interest in Parkinsonism by general practitioners. It will serve as a 
handy reference book for the better understanding of the problems of 
this symptom complex and its management. 


First, the basic problems of Parkinsonism in regard to etiology, 
classification, pathophysiology, symptoms, and treatment are outlined. 
In Chapter II the structure of the extrapyramidal system, its physiology 
and, finally, the pathophysiology of this system are discussed, 
and some of the recent animal experimental work is described. In Chap- 
ter III the causes of postencephalitic, idiopathic (paralysis agitans), 
and arteriosclerotic Parkinsonism are discussed. The pathology of 
Parkinsonism is discussed in Chapter IV under the subheadings of 
idiopathic, postencephalitic, arteriosclerotic, and syphilitic types, 
and intoxication by carbon monoxide and other poisons. In Chapter V 
the symptomatology is presented in a nicely arranged chart, comparing 
the postencephalitic, idiopathic, and arteriosclerotic types as to dif- 
ferences in age of onset, sex, past history, prodromata, type of onset, 
symptoms and their nature, and course. Diagnostic signs and tests, 
differential diagnosis, and the course and prognosis are briefly pre- 


sented. 


In the next chapter, the present day chemotherapy for Parkinsonism 
is presented, and it is pointed out that drugs plus psychotherapy and 
physical therapy are the aims in the total treatment of the patient. 
Chapter VII emphasizes that the patient with Parkinsonism needs 
physiotherapy to keep the joints and muscles as nearly normal as pos- 
sible and to prevent arthritis, chronic myofibrositis, and severe and 
painful contractures. In the total rehabilitation of the patient a good 
home program is strongly recommended. Chapter VIII concerns psycho- 
therapy, which is not aimed at curing this organic disease, but is used 
as an adjunct in treatment to help the patient better adjust to his or- 
ganic disease. In the final chapter the various neurosurgical proced- 
ures which have been used in the past and are now being used in an 
attempt to abolish rigidity and tremor are briefly summarized. No one 
procedure has become standard, the operative effect is more on lessen- 
ing tremor than rigidity, and the final results seem to be related to the 
amount of paresis incidentally produced by the procedure. 


This book is well organized and indexed. The bibliographies are 
excellent and the illustrations are clear and adequately labeled. This 
monograph is highly recommended to the general practitioner and to 


all interested in Parkinsonism and its treatment. 
—JOHN W. SUMNER, Lt. Col., MC, USA 
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PROCEEDINGS OF THE FOURTH INTERNATIONAL CONGRESS OF THE 
INTERNATIONAL SOCIETY OF HEMATOLOGY. 473 pages; illustrated. 
Grune & Stratton, Inc., New York, N. Y., 1954. Price $10. 


This volume contains most of the formal presentations at the Fourth 
International Congress of the International Society of Hematology, held 
September 20 to 27, 1952, in Argentina, and attended by more than 300 
hematologists from various parts of the world. It is divided into seven 
parts, each containing the principal addresses, of which most are 
original material and presented in full, and communications which of 
necessity are in abstract form only. Although a large part is written 
in Spanish, excellent, succinct summaries follow, both in English and 
Spanish. 


The seven parts cover: Neuroendocrinologic regulation of hemato- 
poiesis and hemostasis; histochemistry and cellular ultrastricture; 
etiology and treatment of the leukemias; manifestations of radioactivity 
on hematopoietic organs and hemostasis; polycythemia; hemolytic 
diseases; hemorrhagic disturbances; and a miscellaneous part covering 
classification of anemias, unusual manifestations of sickle cell ane- 
mia, L. E. cells, and electrophoretic patterns. Much of the material 
is indeed scholarly in its presentation, and excellent charts, tables, 
graphs, and illustrations have been included. Many of the subjects 
are highly scientific, although there are enough clinical articles to 
hold the interest of both the researcher and practicing hematologist. 


This volume succeeds in impressing the reviewer with the fast- 
broadening picture and the rapid progress being made daily in the com- 
plex field of hematology. It is recommended to all who are interested 
in the clinical, laboratory, or research phases of this specialty. 

—RICHARD I. CRONE, Col., MC, USA 


BABIES ARE HUMAN BEINGS, by C. Anderson Aldrich, M. D., and Mary M. 
Aldrich, 2d edition. 122 pages; illustrated. The Macmillan Co., New 
York, N. Y., 1954. Price $2.95. 


This book was first published in 1939. This means that a book, pub- 
lished 15 years ago and now out of print, is still important enough to 
reset and republish. No book in the field of psychiatry can get a better 
review than that. When first published this book was not reviewed by 
the Journal of the American Psychiatric Association. Since that time 
the statement in its title has become much more of an accepted fact, 
and babies as thinking, feeling, and reacting individuals have become 
a prime concern of psychiatrists, pediatricians, psychologists, social 
workers, sociologists, and anthropologists, as well as parents. 


This second edition of a book that was one of the beacon lights of 
a more enlightened era in infant and child training, and in infant- and 
child-parent relationship, contains only minor changes from the original 
text. It presents babies as human beings through an interpretation and 
explanation of their physical and emotional growth and development 
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during infancy and early childhood. This presentation is built upon the 
concept that every baby is a person different in many ways from all 
other human beings, yet like all others in that his irtegrity as an in- 
dividual deserves respect, even though he has relatively little capacity 
to perform or relate. Parents have the difficult job of providing struc- 
ture and guidance to the growing baby without disrespect to his in- 
tegrity. This concept is elaborated by a discussion of the physical 
and mental growth and the developmental progression of the infant and 
young child. Included is a four-page appendix, which presents a de- 
velopmental schedule (modified from Gesell) for the first two years of 
life. There is an adequate index. 


This book is highly recommended to all who work in the area of child 
care, and particularly to those who live with infants and children. 
—ROBERT E. SWITZER, Comdr. (MC) USN 


MENORRHALGIA—MENSTRUAL DISTRESS, by William Bickers, M. D. 
97 pages; illustrated. Charles C Thomas, Publisher, Springfield, Ill., 
1954. Price $2.75. 


This small monograph covers a syndrome which is receiving in- 
creased attention in the gynecologic literature. Under the term “meno- 
trhalgia” the author includes the problems of dysmenorrhea, premen- 
strual tension, and pelvic vascular congestion. He covers the physio- 
logic and morphologic background of this condition in a satisfactory 
manner. It is to be noted that the menorrhalgic syndrome appears only 
in patients who have ovulated and who have a well-developed secretory- 
phase endometrium at the time of menstruation. In the absence of ovu- 
lation neither the symptoms of dysmenorrhea, premenstrual tension, 
nor pelvic congestion occur. The author discusses pyrabrom in the 
treatment of this syndrome, and is enthusiastic concerning its use. 
A number of other drugs and their values in the treatment of this syn- 
drome are also presented. Uterine suspension is advocated when the 
menorrhalgia occurs in conjunction with pelvic vascular congestion and 
hyperemia associated with a large, heavy, boggy uterus deep in the cul- 
de-sac. The stem pessary is recommended for certain types of dysmen- 
orrhea, and presacral neurectomy for selected cases of menorrhalgia. 
The index is not complete. The style of the book is such as to make 
it easily readable, and it is well organized. This monograph is con- 
sidered a valuable addition to the gynecologic literature because it 
summarizes and discusses current knowledge of this syndrome. 
—DANIEL H. ROWE, Maj., USAF (MC) 


HUMAN BIOCHEMISTRY, by Israel S. Kleiner, Ph. D. 4th edition. 746 pages; 
with 93 text illustrations and 5 color plates. The C. V. Mosby Co., 
St. Louis, Mo., 1954. Price $7.50. 


This book is designed primarily as an introduction to biochemistry 


for medical students and emphasizes the clinical aspects of biochem- 
istry. It is an excellent textbook and presents the fundamentals in 


a very readable manner. 
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Considerable portions of the book have been either extensively re- 
vised or completely rewritten for this edition. Discussions of the tri- 
carboxylic acid cycle, coenzyme A, formation of gastric HCL, tumor 
biochemistry, vitamin A in vision, vitamin B,, and folic acid, electro- 
lyte and acid-base balance, and amino acid metabolism have been 
revised. The sections on blood coagulation, enzymes and coenzymes, 
physiologic oxidations, cholesterol metabolism, urea formation, trans- 
methylation, and the mechanism of insulin action have been completely 
rewritten. Recent advances in biochemistry are incorporated into the 
revised portions or they are presented as new topics such as the dex- 
trans, triiodothyronine, glucagon, serotonin, carbonic anhydrase inhib- 
itors, blood iodine, lipoic acid, and the structure of insulin and of 
oxytocin. The use of isotopes in biochemical investigation is dis- 
cussed frequently throughout the text. 


Following a brief introduction and a chapter on physical chemistry 
related to biochemical phenomena, the contents include chapters on 
carbohydrates, lipids, proteins, tissues, milk, blood, enzymes, diges- 
tion, chemical changes within the large intestine, vitamins, foods, 
physiologic oxidations, nitrogen metabolism, carbohydrate metabolism, 
lipid metabolism, mineral metabolism and water balance, urine, the 
chemistry of respiration, and acid-base balance, energy metabolism, 
changes in the chemical composition of blood, hormones, chemical 
structure in relation to biologic phenomena, and recent clinical appli- 
cations. A 21-page table of the composition of foods is included in 
the appendix. The index is well organized and appears very complete. 
An extensive list of references at the end of each chapter will serve 
the more advanced student as an excellent guide to the literature. 

—RICHARD EF. OGBORN, Maj., MC, USA 
HEART, A Physiologic and Clinical Study of Cardiovascular Diseases, by 
Aldo A. Luisaday M. D. With a Foreword by Herrman L. Blumgart. 


2d edition. 694 pages; 312 illustrations; 39-page index; summary tables. 
The Williams & Wilkins Co., Baltimore, Md., 1954. Price $15. 


This profusely illustrated and well-edited text is almost an ency- 
clopedia of diagnostic signs and the graphic registration of cardiac 
phenomena. As such it is unexcelled, but as a text of clinical cardi- 
ology and a guide in cardiac therapy it has the usual lack of authority 
evident when a single author attempts to cover a field as broad as all 
phases of cardiovascular diseases. 


Few authorities or clinicians would agree that: (1) Sympathetic 
fibers reach only the atrial myocardium” (page 45; contradicted by 
illustrations on pages 46 and 47); (2) khellin should be listed as the 
most potent agent in increasing coronary blood flow (page 58); (3) 
cardiovascular syphilis should be treated by the following sequential 
therapy: (a) two weeks of iodides, (b) two weeks of mercury, (c) six 
weeks of bismuth, (d) twelve weeks of arsenicals (page 201), and the 
author states that penicillin may be used in place of the arsenicals, 
thus implying penicillin to be a therapeutic agent of secondary choice; 
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(4) from 180 to 600 or 1,200 mg. (from 300,000 to 1,000,000 or 2,000,000 
units) of penicillin daily is adequate therapy for a disease as poten- 
tially fulminant and rapidly fatal as acute bacterial endocarditis (page 
206); (5) regular digitalization during the first week of each month is 
beneficial in preventing the occurrence of heart failure (page 580); (6) 
mortality from pulmonary edema is now far higher than it was 60 years 


ago (page 580). 


One of the highlights of the text is the emphasis placed on the physi- 
ology of the cardiovascular system and on the pathologic physiology of 
cardiovascular diseases. There is an extensive bibliography from both 
the American and European literature. This book is a valuable reference 


work concerning the graphic registration of cardiac phenomena. 
—WELDON J. WALKER, Lt. Col, MC, USA 


BIOCHEMISTRY, by Abraham Cantarow, M. D., and Bernard Schepartz, Ph. D. 
848 pages; illustrated. W. B. Saunders Co., Philadelphia, Pa., 1954. 


This new text of biochemistry was designed primarily for the first- 
year medical student. In it the authors have attempted to explain the 
dynamic aspects of biochemistry with minimum reference to fundamental 
structure, reactions, and basic chemical principles of organic and 
physical chemistry. Although this may have been accomplished, more 
time in the classroom will be required to clarify fundamental chemical 
relationships. 


The authors have described the general subject matter fully and have 
divided it in a manner similar to that used in current texts on this 
subject. They have emphasized the many interrelationships between 
various biochemical processes and the mechanisms involved in regu- 
latory actions, particularly metabolism. Special chapters on methods 
of investigating intermediary metabolism, biologic oxidations, bioener- 
getics, and high-energy phosphate precede those on the metabolism 
of carbohydrates, lipids, proteins, and related substances and lend 
clarity to the discussions on these subjects. These are followed by 
a chapter on metabolic antagonism, which rounds out a lucid discussion 
of metabolic processes, and another on hormones is enhanced by an 
outline of the current system of nomenclature of the steroid hormones. 
This is followed by discussions of the accepted facts concerning the 
secretion and functions of the other hormones. 


The text would benefit by more complete discussions and illustrations 
in the chapters on energy metabolism and the general biochemical as- 
pects of diet. In a few instances it may be difficult for the student to 
find formulas of important compounds that are easily identified, viz. 
creatine and creatinine, pages 521 and 522. A selected bibliography 
at the close of each chapter provides an incentive for further reading. 
The volume is well illustrated and has an index superior to that found 
in most textbooks.—ERNEST M. PARRO/T, Maj., MSC, USAR 
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HYPOGLYCEMIA AND THE HYPOGLYCEMIC SYNDROME, by A. J. Kauvar, 
M. D. American Lecture Series, Publication Number 195, A Monograph in 


American Lectures in Endocrinology, edited by Willard O. Thompson, 
M. D. 67 pages. Charles C Thomas, Publisher, Springfield, Ill., 1954. 
Price $3. 


In this competently printed and bound monograph, the subject of 
hypoglycemia and hyperinsulinism is briefly reviewed from the view- 
point of the practicing physician. Theory is presented only to an extent 
necessary to explain the background of certain viewpoints of etiology, 
diagnosis, and treatment. A short historical review is followed by chap- 
ters discussing the causes, diagnosis, and. symptoms of hypoglycemia 
and hyperinsulinism. The therapy of these conditions is summarized, 
and there is an extensive bibliography. 


The fact that hypoglycemia may be present without symptoms, and 
that the true hypoglycemic syndrome may be present without an ex- 
cessively low blood sugar value, is emphasized throughout the book. 
Of particular interest is a section discussing the evidence for the 
presence of a hyperglycemic-glycogenolytic factor (HGF), which is 
believed to be produced by the alpha cells of the pancreas and is con- 
sidered to be a second pancreatic hormone acting as an insulin an- 
tagonist. The section concerned with the differential diagnosis of the 
hypoglycemic syndrome is of practical importance and outlines several 
laboratory procedures which can easily be performed in any well- 
equipped hospital laboratory. The brief reference to the possible use 
of insulin as a therapeutic agent of functional hypoglycemia is of 


provocative interest. 


The chief criticism of the book is in its brevity. While the volume 
serves as an excellent short review of its subject, bringing the reader 
up to date with current concepts, it seems to leave many questions 
only partially answered. It is well written throughout and should be 
a useful addition to the library of the general practitioner, the internist, 
or the resident in internal medicine.—JOHN E. GORMAN, Comdr. (MC) USN 


MYOCARDIAL INFARCTION, by Irving S. Wright, M. D.. Charles D. Marple, 
M. D., and Dorothy Fahs Beck, Ph. D. 656 pages;illustrated. Grune & 
Stratton, Inc., New York, N. Y., 19°4 Price $8.50. 

This book is a detailed report of aw extensive study instituted to 
determine the influence of anticoagulants on coronary thrombosis. In 
a specific investigative plan set up by the Committee on Anticoagulants 
of the American Heart Association, 1,031 cases of myocardial infarction 
comprised the study; of these, 442 were control subjects and 589 were 
treated with anticoagulants. Sixteen hospitals and nearly 100 medical 
investigators throughout this country participated. 


Considerable data relating not only to anticoagulants and their use 
but also to many other aspects of myocardial infarction were accumu- 
lated during the course of the study. This material has been exception- 
ally well correlated. There is much detail, with numerous charts. The 
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first four chapters present the background, origin, purpose, and plan 
of the investigation; and the composition of the sample cases. The 
rémaining nine chapters deal with the clinical picture, course of the 
illness, findings, management, thromboembolic and hemorrhagic com- 
plications, and conclusions. An excellent description of the anticoag- 
ulant regimen with details of usage is to be found in the appendix. The 
book is well-indexed and there is an extensive and useful bibliography. 


The original premise that anticoagulants might favorably influence 
the outcome of an acute attack of myocardial infarction is reported as 
confirmed because in this series 23.4 percent of the controls died, in 
contrast to 16 percent in the anticoagulant-treated groups. However, 
many competent investigators and cardiologists are not in full agree- 
ment with all of the conclusions presented in this report. In particular, 
there is considerable disagreement with the conclusion that virtually 
all “myocardial infarction patients who survive long enough for hos- 
pitalization and diagnosis” should receive anticoagulant therapy. Never- 
theless, the extensive material on myocardial infarction, which is so 
well organized, well written, and clearly presented, should be of distinct 
value to all those who may have to deal with the disorder. 

—JOHN H. WARD, Jr., Capt. (MC) USN 


GALEN OF PERGAMON, by George Sarton, 112 pages. University of Kansas 
Press, Lawrence, Kans., 1954. Price $2.50. 


This is a comprehensive and concise essay on Galen, one of the 
greatest physicians of all times. The author is an eminent historian 
of science who has succeeded in recreating the world of Galen. He 
draws from diverse disciplines such as genera] history, architecture, 
and history of philosophy and medicine to enrich the picture of his 
subject. 


Galen’s career and personality are presented in their relation to 
the general cultural history of his time. An extraordinarily productive 
person, in addition to being a busy and successful practitioner of medi- 
cine, he was an astute observer and investigator, a famous lecturer in 
his day, and a prolific writer. In his life span of 70 years he wrote 
several hundred books and treatises covering practically the whole 
range of human knowledge, including the first autobiography of any 
note. His influence was enormous. Some of his writings formed an 
integral part of the medical curriculum for the next 1,500 years. 


Today, some of Galen’s statements appear infantile in the light of 
our more mature knowledge, but even genius has its infancy. Are not 
Galen and his theories a symbol of greatness of the Greek spirit which 
did not know as yet a compartmentalization of knowledge and specu- 
lation? Has not the division of science from philosophy and theology 
proved to be fateful in our days? The reader will have to decide for 
himse If. Dr. Sarton, in his excellent little book, has provided a guide. 

—HELMUTH SPRINZ, Lt. Col., MC, USA 
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A TEXTBOOK OF CHEMISTRY; by Stella Goostray, R. N., B. S., M. Fd., and 
J. Rae Schwenck, A. B., Ch. E. 7th edition. 426 pages; illustrated. The 


Macmillan Co., New York, N. Y. 1954. 


As in previous editions of this text, the authors have presented the 
fundamentals of chemistry in a popular and interesting manner. Their 
purpose has been to discuss material that would be of service to the 
nurse, not only in the practice of nursing, but also in her understanding 
of the basic sciences and related phenomena. In addition to achieving 
this goal, the authors have produced a text which should be materially 
useful in medical technicians courses. 


The subject matter has been well chosen and a factual account of the 
important aspects of inorganic, organic, and biochemistry presented in a 
manner that can be easily assimilated by the beginner. The surveys that 
precede each chapter should aid the student to grasp the material which 
is presented therein. The summaries and questions following each chap- 
ter are excellent. To the beginning technician the chapter on “Basic 
Mathematics of Chemistry” might be somewhat confusing in spots 
because of its brevity. The added chapter on radioactivity is well 
oriented and the material is presented in a manner within the scope of 
the beginner.—IRVING GRAY, Lt. Col., MSC, USA 


FACTORS AFFECTING THE COSTS OF HOSPITAL CARE, Volume 1: Finan- 
cing Hospital Care in the United States, edited by John H. Hayes. 300 
pages; illustrated. The Blakiston Co., Inc., New York, N. Y. 1954. 
Price $4. 


This volume is one of three presenting the detailed findings and 
recommendations of the Commission on Financing of Hospital Care. 
Organized in 1951 under the sponsorship of the American Hospital 
Association, the Commission had as its objective “to study the costs 
of providing adequate hospital services and to determine the best sys- 
tems of payment for such services.” 


This book gives the results of a detailed and thorough investigation 
of factors affecting the rise in hospital expenditures which accompanied 
the increase in quantity and quality of hospital services in this country. 
The influence of expanded services as well as the higher costs of labor 
and materials were considered along with possible means of keeping 
costs to a minimum without reducing the quality of services. Detailed 
studies of costs in the nonprofit general hospitals were made, but the 
findings, discussions, and recommendations made are applicable to 
other type hospitals. The growth in complexity of hospital services, the 
changes in hospital financing, the increase in numbers and utilization 
of facilities, the growth of outpatient services, and many other factors 
are reported in detail. Among the other factors are the influence of in- 
flation, increase in population, increased rate of admission, and in- 
creased payrolls. The influence of management efficiency and decrease 
in length of patient stay in reducing costs of hospitalization are also 
discussed. Excellent detailed statistical charts are given and these, 
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together with the final summary and recommendations, give the reader 
a quick grasp of the exhaustive study made and the problems still to 
be solved. 


With this volume, hospital administrators have an excellent opportu- 
nity to learn what leaders in the field consider to be the major hospital 
financial problems, how these problems developed, and their signifi- 
cance in various hospitals. At the same time one learns the approach 
that has been taken by various hospital groups to overcome and hold to 
a minimum the effect of the problems discussed. 

— JAMES T. McGIBONY, Col., MC, USA 


THE EPILEPSIES, by Henri Gastaut. American Lecture Series, Publication 
Number 204, A Monograph in The Bannerstone Division of American 
Lectures in Surgery, edited by Michael E. DeBakey, M. D., and R. Glen 
Spurling, M. D. 150 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, l., 1954. Price $4.75. 


This comprehensive monograph contains much original material and 
a review of the literature. Reviewing and summarizing the subject of the 
electroclinical correlations of epilepsy in a simple and didactic manner, 
the author has given full credit to the contributions of his predecessors 
and contemporaries. 


The present knowledge of the epilepsies is contained in this ready 
reference for clinicians and students, and it contains additional inform- 
ation needed by those seeking board certification, the location of which 
would require many hours of searching in the literature. The originality 
in thinking and brilliance in writing has been ably preserved in the 
translation. 


This monograph contains what the average doctor wants to know about 
epilepsies. [his book is well indexed and adequately illustrated and 
contains chapters on electroclinical classification, clinical analysis, 
physiologic interpretation, etiology, anatomic pathology, diagnosis, and 
treatment. It fulfills the purpose for which it was written and should be 
in every library and carefully read by those who treat patients with the 
convulsive disorders. — JOSEPH J. HORNISHER, Col., MC, USA 


UNIVERSITY EDUCATION FOR ADMINISTRATION IN HOSPITALS, A Report 
of the Commission on University Education in Hospital Administration, 
1954. Published by American Council on Education, Washington, D. C., 
1954. 199 pages. Price $3. 


There are 13 existing degree-granting university graduate programs 
in hospital administration, all but one of which have been established 
in the last 10 years. Because this field of education is new, there is 
but little uniformity in the programs and many are still frankly experi- 
mental. An independent commission was created to make an appraisal 
of these activities with establishment of criteria for future planning. 
This book, which is sharply critical of many of the existing programs, 
presents the report of the commission. It is almost certain to give rise 


to controversy. 
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The Commission charges that there is no common foundation required 
for graduate work in hospital administration. Too many students are 
being accepted merely on the basis of experience in hospitals. These 
include ministers, doctors, nurses, military career officers, psychol- 
ogists, and social workers. Physicians and nurses will not like the 
Commission’s recommendation that only those persons thoroughly pre- 
pared by business and management courses as undergraduates be ac- 
cepted as graduate students in hospital administration. Acknowledging 
that such policy would rule out physicians and nurses, the report states 
that these groups are not prepared by their medical or nursing training 
alone to participate in advanced work in administration. 


The book is well organized, and is well documented with 20 sup- 
porting tables. Of little interest to other than those associated with 
training programs for hospital administrators, it could well be regarded 
as a definitive guide to education in that field. 

—WILLARD C. CALKINS, Capt. (MSC) USN 


CYSTIC FIBROSIS OF THE PANCREAS IN INFANTS AND CHILDREN, by 
Charles D. May, M. D. American Lecture Series, Publication Number 234, 
A Monograph in American Lectures in Pediatrics. Edited by John A. 
Anderson, M. D. 93 pages; illustrated. Charles C Thomas, Publisher, 
Springfield, Ill., 1954. Price $3. 


This complete and well-referenced monograph contains a great deal 
of information of value to physicians concerned with the diagnosis, 
treatment, and long-term care of patients with cystic fibrosis of the 
pancreas. Practicing pediatricians will find noteworthy the thgee chap- 
ters on clinical manifestations, diagnosis, and treatment. Students in 
this field will be particularly interested in the chapters on pathogenesis 
and physiologic consequences. 


This is a readable, well-printed book with clear illustrations that are 
pertinent and fully explained. The case reports cover all the different 
manifestations of the disease. The index and bibliography are excellent. 
This is a worth-while publication by one of the foremost authorities 
in the field, and has a definite place as a reference book in any up-to- 
date medical library. —WILLIAM I. NEIKIRK, Lt. Comdr, (MC) USN 


THE PRACTICE OF SANITATION, by Edward Scott Hopkins and Wilmer Henry 
Schulze. 2d edition. 466 pages; illustrated. The Williams & Wilkins Co., 
Baltimore, Md., 1954. Price $8. 


This volume is written “as a guide in environmental sanitation pro- 
cedures for the training of physicians seeking to become health officers, 
Nurses, sanitarians, and students of sanitary engineering,” and “to 
bring together in one volume the pertinent facts comprising sanitation 
Practice as it is today in the United States.” It should therefore be 
judged in this light and not as a self-sufficient text. 


This edition has expanded its former 14 chapters into 23 and some of 
the deficiencies of the first edition have been corrected. Reference 
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citations have been increased, and the problems of water supplies and 
sewage disposal have been subdivided so that the approach to their 
solution in urban and rural areas are discussed separately. 


The first five chapters concem the fundamental concepts and prin- 
ciples and include an early discussion of administrative practice. The 
ensuing chapters are simply and conveniently organized and touch on 
all the essentials of sanitation practice. Added chapters on air pollu 
tion, housing, industrial sanitation, public transportation, and camps 
and motor courts enhance the value of this book. 


On the whole, this book will be valuable to a variety of groups and, 
in particular, to the young medical officers, on duty at stations where 
there is no experienced preventive medicine officer. It is written in a 
clear, concise, and straightforward style, is well illustrated, and can 
provide the basis for organized extra instruction, for informal study, 
and as a ready reference for specific items of information. 

—ADAM J. RAPALSKI, Col., MC, USA 


SELECTED WRITINGS OF FLORENCE NIGHTINGALE, compiled by Lucy 
Ridgely Seymer, M. A., S. R. N. 396 pages. The Macmillan Co., New 
York, N. Y., 1954. 


This interesting volume fits best in the classification of historical 
reference books—the only one on this subject available. The book is 
a collection of writings that deal with nursing, honoring the centenary 
of Miss Nightingale’s departure to nurse in the Crimean War, and bring- 
ing to the public a better, deeper understanding of the profession she 
pioneered. The format makes reading easy, and the preface to each 
work is especially valuable. This book is one that should be included 
in the library of every school of nursing. 


The writings cover a period of 36 years, and are arranged in chrono- 
logical order without regard to importance. Each work is prefaced by an 
explanation of the circumstances concerning the writing and its special 
significance. A majority of the works are unknown to modem readers, 
some having been written originally for British Government publications 
or for Congresses. There is a suggested additional reading list whereby 
the more avid reader can compare the present version with the onginal 
works. 


This volume is a valuable source of historical material, as a refer- 
ence for comparison with present-day thought and use. 
—GLADYS E. DVORAK, Comdr. (NC) USN 


FIXED PARTIAL PROSTHESIS, by Joseph E. Ewing, D. D. S. 208 pages; 
482 illustrations. Lea & Febiger, Philadelphia, Pa., 1954. Price $6. 


This book fulfills the need for an accurately illustrated summary 
of technics on the subject and is a step-by-step guide to all types of 
preparations of fixed restorations. The author covers the subject com- 
pletely, beginning with a clear and concise conception of the biologic 
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as well as the mechanical requirements. In an easy-to-read outline, he 
devotes the first five chapters to the all-important preliminary require- 
ments: examination, both radiographic and clinical, with each oral 
condition graphically illustrated; indications and contraindications for 
fixed partial prosthesis; and the important consideration of adequate 
oral treatment prior to the technical construction phase. 


All types of abutments and retainers are logically discussed with 
each step of the procedure graphically illustrated. Concise explanatory 
notes accompany each step and illustration. Throughout the entire book, 
the material is presented without the use of lengthy, superfluous text, 
and is well organized. 


The more recent acceptance of the hydrocolloid technic for indirect 
inlays and fixed bridges is dealt with in a complete chapter listing 39 
steps to observe. Investing, casting, and soldering are outlined with 
well-chosen illustrations of both correct and incorrect procedures. 
These are well presented provided the reader uses the same technic and 
materials for investing and wax elimination. The author uses the thermal 
expanding technic and does not mention the hygroscopic technic. The 
final chapter deals with case design illustrating basic designs which 
can be used in many combinations. 


The author has drawn freely from many sources including current 
literature, and has given full credit in his bibliography of 33 references. 
This is an excellent and practical ready reference for advanced dental 
students and dental practitioners—-THEODORE E. FISCHER, Col., USAF (DC) 


BIOLOGY, by Claude A. Villee. 2d edition. 670 pages; illustrated. W. B. 
Saunders Co., Philadelphia, Pa., 1954. Price $6.50. 


This textbook is the outgrowth of the author’s teaching experience 
at the University of North Carolina and was written to convey the con- 
cept that biology is a science which deals with all of the diverse as- 
pects of the myriad forms of life..In this revised second edition, he has 
emphasized the dynamic and experimental aspects of biology. The 
extent to which modern biologic research has succeeded in explaining 
the phenomena of life, including the comparative and evolutionary as- 
pects of biology and the physiologic and chemical facets of life, have 
been stressed. This is a valid approach, for the parts of biology most 
interesting to a beginning student, and most useful as a part of a gen- 
eral education, are those that explain how organisms, particularly 
human beings, function and how they came to be as they are. 


The author has successfully presented the information a student 
should acquire in a college course in biology without overloading him 
with facts. The book opens with a new discussion of the scientific 
method, the design of experiments, and the sources of scientific informa- 
tion. Part I has been completely rewritten to integrate the discussion 
of basic physics and chemistry with their biologic applications. A new 
chapter concerns cellular metabolism, in which the many similarities 
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between bacterial, green plant, and animal cells at this fundamental 
level are emphasized. The information on the enzymes and their prop- 
erties has been greatly expanded, and an account of the enzymes’ re 
actions which provide the cells with the energy for all their diverse 
activities has been added, as well as a chapter on biologic interrela- 
tionship describing the evolutionary and ecologic relations of plants 
and animals. Included are the newer concepts on insect metamorphosis, 
colonial insects, and insect behavior. The chapters on infectious dis- 
eases, human inheritance, reproduction, and embryonic development 
are concise and present the newest information in these subjects. 


This book is authoritative and well written. It is intended as an 
introductory text in a course in college biology; however, it should 
prove to be a valuable sourcebook for teachers and researchers in the 
health sciences. —MAXWELL DAUER, Lt. Col., MSC, USA 


COLOR ATLAS OF PATHOLOGY, Volume 2. Prepared under the auspices of 
the U. S. Naval Medical School of the National Naval Medical Center, 
Bethesda, Md. Illustrated with 1,032 figures in color on 343 plates. 
450 pages. J. B. Lippincott Co., Philadelphia, Pa., 1954. Price $20. 


In this second volume the pathology of the endocrine system (includ- 
ing pituitary, thyroid, parathyroid, adrenals, and pancreas), female 
diseases and obstetrics (including reproductive organs and breasts), 
male genital tract, and skin is presented. The material is, as inthe 
previous volume, contributed from numerous sources, including the U. S. 
Naval Medical School, Georgetown University Medical School, and the 
Armed Forces Institute of Pathology. A third and final volume of this 
system of pathology is currently in process of compilation. 


The original plan in preparing these three volumes of pathology in 
color atlas form was to give the medical profession a comprehensive, 
concise, and realistic source of reference with reproductions in full 
color which would present to the student, the clinician, and the labora- 
tory diagnostician a readily usable and adequate standard of compari- 
son as a guide for study of gross and microscopic findings. It is be 
lieved that this objective has been attained beyond all expectation in 
this second volume. 


The photography of the gross specimens and the low- and high-power 
microscopic fields is excellent. The case histories are concise and to 
the point, and the descriptions of the gross and microscopic pictures 
are easily followed and in most cases show the features described with 
remarkable clarity. It is believed that these three volumes are a must 
for pathologist, resident in pathology, and many clinicians. These 
volumes are pioneers in this particular field and have set the standard 
that will materially change the trend in presenting information in 
pathology in the future.—DWIGHT M. KUHNS, Col., MC, USA 
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Books received by the U. S. Armed Forces Medical Journal are 


acknowledged in this department. Those of greatest interest will 
be selected for review in a later issue. 





FLIGHT SURGEON’S MANUAL, Air Force. Manual Number 160-5. Department 


of the Air Force, Washington, D. C. 712 pages; illustrated. Air Uni- 
versity, U. S. Air Force School of Aviation Medicine, Randolph Air 
Force Base, Randolph Field, Tex., July 1954. 


OPERATIVE ORTHOPEDIC CLINICS, by Lewis Cozen, M. D., F. A. C. S., 


Assistant Protessor of Orthopedic Surgery, College of Medical Evange- 
lists, Los Angeles, Calif.; Staff, Orthopedic Hospital, Wadsworth Gen- 
eral Hospital, Veterans Administration, Los Angeles General Hospital, 
Cedars of Lebanon Hospital, Los Angeles Tuberculosis Sanitarium, 
Los Angeles; Consultant, United States Public Health Service; Member, 
American Academy of Orthopedic Surgeons; and Alvia Brockway, M. D., 
Chief of Staff, Orthopedic Hospital, Los Angeles; Attending Staff, 
California Hospital, Los Angeles; Orthopedic Consultant, Department 
of Public Health, State of California; Member, Ameri¢an Academy of 
Orthopedic Surgeons; in Collaboration with Paul E. McMaster, M. D., 
F. A. C. S., Clinical Professor and Acting Head of Department of Ortho- 
pedic Surgery, University of California at Los Angeles Medical School; 
Senior Consultant in Orthopedic Surgery, U. S. Veterans Hospital, West 
Los Angeles; Attending Orthopedic Surgeon, Hospital of the Good 
Samaritan, Children’s Hospital, Cedars of Lebanon Hospital, Hollywood 
Presbyterian Hospital and St. John’s Hospital; Orthopedic Consultant 
to Harbor General Hospital; Member, American Orthopedic Association 
and American Academy of Orthopedic Surgeons. 329 pages; 310 illus- 
trations. J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $10. 


MEDICAL TREATMENT OF MENTAL DISEASE, The Toxic and Organic Basis 


of Psychiatry, by Daniel J. McCarthy, M. D., LL. D., Consulting Neu- 
rologist, Philadelphia General and Norristown State Hospitals; Associ- 
ate Trustee, University of Pennsylvania; formerly Medical Director 
of Fairmount Farm and Roseneath Farm, and the Neuropsychiatric 
Service, St. Agnes Hospital, Philadelphia, Pa., and Professor of Medi- 
cal Jurisprudence, University of Pennsylvania; and Kenneth M. Corrin, 
M. D., Neuropsychiatrist, Wilmington General Hospital, and Consulting 
Psychiatrist, St. Francis Hospital, Wilmington, Del.; formerly Clinical 
Director, Wernersville State Hospital and member Psychiatric Staff, 
Philadelphia General and Jefferson Hospitals, and Instructor in Psy- 
chiatry, Jefferson Medical College; with sections by eight contributors. 
653 pages; illustrated. J. B. Lippincott Co., Philadelphia, Pa., 1955. 
Price $12. 


ABDOMINAL OPERATIONS, by Rodney Maingot, F. R. C. S.; Eng., Surgeon 


to the Royal Free Hospital, Londen, and to the Southend General Hos- 
pital, London, with contributions by 24 American and British author- 
ities. 3d edition. 1,568 pages; 1,594 illustrations on 738 figures; 11 
color plates. Appleton-Century-Crofts, Inc., New York, N. Y., 1955. 
Price $24.50. 
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ADVANCED SURGERY OF CATARACT, by Daniel B. Kirby, M. D., F.A.C.S., 
Professor Emeritus of Ophthalmology, New York University College of 
Medicine (Former Chairman of the Department); Surgeon, Department 
of Ophthalmology, University Hospital. Consulting Surgeon: Manhattan 
Eye, Ear and Throat Hospital; New York Eye and Ear Infirmary; St. 
Clare’s Eye Hospital, Eye Department; New Rochelle Hospital. 271 
pages; 138 figures and 96 illustrations (22 plates) in full color. J. B. 
Lippincott Co., Philadelphia, Pa., 1955. Price $27. 


DOCTORS IN THE SKY, The Story of the Aero Medical Association, by Robert 
J. Benford, M. D., Colonel, Medical Corps, United States Air Force. 
326 pages; illustrated. Charles C Thomas, Publisher, Springfield, IIl., 
1955. Price $8.75. 


HYPEROSTOSIS CRANII, Stewart-Morel Syndrome; Metabolic Craniopathy; 
Morgagni’s Syndrome; Stewart-Morel-Moore Syndrome (Ritvo); Le Syn- 
drome de Morgagni-Morel, by Sherwood Moore, M. D., Professor Emeritus 
of Radiology, Washington University School of Medicine; Former Director 
of The Edward Mallinckrodt Institute of Radiology, St. Louis, Mo. 226 
pages; illustrated. Charles C Thomas, Publisher, Springfield, Ill., 1955. 
Price $10.50. 

PERIPHERAL VASCULAR DISEASES, 2d edition, by Edgar V. Allen, B. S., 
M. A., M. D., M. S. in Medicine, F. A. C. P., Section of Medicine, Mayo 
Clinic; Professor of Medicine, Mayo Foundation, Graduate School, 
University of Minnesota; Diplomate of the American Board of Internal 
Medicine; Nelson W. Barker, B. A., M. D., M. S. in Medicine, F.A.C.P., 
Section of Medicine, Mayo Clinic; Professor of Medicine, Mayo Founda- 
tion, Graduate School, University of Minnesota; Diplomate of the Ameri- 
can Board of Internal Medicine; Edgar A. Hines, Jr., B.S., Me As, Me D., 
M. S. in Medicine, F. A. C. P., Section of Medicine, Mayo Foundation, 
Graduate School, University of Minnesota; with Associates in the Mayo 
Clinic and Mayo Foundation. 825 pages; 316 illustrations, 7 in color. 
W. B. Saunders Co., Philadelphia, Pa., 1955. 


SURGICAL NURSING, by Eldridge L. Eliason, M. D., SC. D., F. A. C. S., 
Late Emeritus John Rhea Barton Professor of Surgery, University of 
Pennsylvania School of Medicine; Emeritus Professor of Surgery, Uni- 
versity of Pennsylvania Graduate School of Medicine; Consulting Sur- 
geon, Hospital of the University of Pennsylvania, Presbyterian and 
Philadelphia General Hospitals; L. Kraeer Ferguson, M. D., F. A. C. S., 
Professor of Surgery, Graduate School of Medicine of the University 
of Pennsylvania and Woman’s Medical College of Pennsylvania; Sur- 
geon, Graduate Hospital of the University of Pennsylvania, Hospital 
of the Woman’s Medical College of Pennsylvania, Philadelphia General 
Hospital and Doctors Hospital; Consulting Surgeon, U. S. Naval Hos- 
pital, Philadelphia; Consultant in Surgery, Veterans Administration 
Hospital, Philadelphia; and Lillian A. Sholtis, R. N., B. S., M. S., 
Consultant in Medical and Surgical Nursing, Bryn Mawr Hospital School 
of Nursing; formerly Assistant Professor of Surgical Nursing, Yale 
University School of Nursing; Supervisor of Operating Rooms, Hospital 
of the University of Pennsylvania. 10th edition. 754 pages; 329 illus- 
trations, including 10 subjects in color. J. B. Lippincott Co., Phila- 
delphia, Pa., 1955. Price $4.75. 


DISEASES TRANSMITTED FROM ANIMALS TO MAN, by Thomas G. Hull, 
Ph. D., Secretary, Council on Scientific Assembly; Director, Bureau of 
Exhibit, American Medical Association, and 24 contributors. 4th edition. 
717 pages; illustrated. Charles C Thomas, Publisher, Springfield, [Il., 
1955. Price $12.50. 
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ESSENTIALS OF MEDICINE, The Art and Science of Medical Nursing, by 
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Charles Phillips Emerson, Jr., Me D., Associate Professor of Medicine, 
Boston University School of Medicine; Member, Robert Dawson Evans 
Memorial Laboratory; Visiting Physician and Director of Clinical Labor- 
atories, Hematology Clinic and Radioisotope Division, Massachusetts 
Memorial Hospitals; Consultant in Hematology, U. S. Public Health 
Service Hospital, Brighton, and Attending Physician, Veterans Adminis- 
tration Hospital, Boston; and Jane Sherburn Bragdon, R. N., B. S., 
Associate Director, School of Nursing, Massachusetts Memorial Hos- 
pitals and Clinical Assistant in Medical and Surgical Nursing, Boston 
University School of Nursing. 17th edition. 922 pages; 268 illustrations, 
including 19 subjects in full color. J. B. Lippincott Co., Philadelphia, 
Pa., 1955. Price $4.75. 


TEACHING MEDICAL AND SURGICAL NURSING, by Jane Sherburn Bragdon, 
R. N., B. S., Associate Director, School of Nursing, Massachusetts 
Memorial Hospitals, and Clinical Assistant in Medical and Surgical 
Nursing, Boston University School of Nursing; Co-author of Essentials 
of Medicine by Charles P. Emerson, M. D., and Jane S. Bragdon, R. N.; 
and Lillian A. Sholtis, R. N., B. S., Me S., Consultant in Medical and 
Surgical Nursing, Bryn Mawr Hospital School of Nursing; formerly 
Assistant Professor of Surgical Nursing, Yale University School of 
Nursing; Supervisor of Operating Rooms, Hospital of the University of 
Pennsylvania; Co-author of Surgical Nursing by Eldridge L. Eliason, 
M. D., L. Kraeer Ferguson, M. D., and Lillian A. Sholtis, R. N. 70 
pages. J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $2. 


ANALYSIS OF DEVELOPMENT, edited by Benjamin H. Willier, Professor 
of Zoology, Johns Hopkins University, Baltimore, Md.; Paul A. Weiss, 
Member, Rockefeller Institute for Medical Research, New York, N. Y.; 
formerly Professor of Zoology, University of Chicago, Chicago, III.; 
and Viktor Hamburger, Professor of Zoology, Washington University, 
St. Louis, Mo. 735 pages; illustrated. W. B. Saunders Co., Philadelphia, 


Pa., 1955. 


REACTIONS WITH DRUG THERAPY, by Harry L. Alexander, M. D., Emeritus 
Professor of Clinical Medicine, Washington University Medical School; 
Former Editor of the Journal of Allergy. 301 pages; illustrated. W. B. 
Saunders Co., Philadelphia, Pa., 1955. 


THE NURSERY SCHOOL, A Human Relationships Laboratory, by Katherine 
H. Read, School of Home Economics, Oregon State College. 2d edition. 
297 pages; illustrated. W. B. Saunders Co., Philadelphia, Pa., 1955. 


DISORDERS OF CHARACTER, Persistent Enuresis, Juvenile Delinquency 
and Psychopathic Personality, by Joseph J. Michaels, M. D., Boston, 
Mass. 148 pages. Charles C Thomas, Publisher, Springfield, Ill., 1955. 
Price $4.75. 

INTEGRATION OF RELIGION AND PSYCHIATRY, by W. Earl Biddle, 
M. D., F. A. P. A., Clinical Director, Men’s Division, Philadelphia 
State Hospital, Philadelphia, Pa. Formerly Assistant Superintendent of 
Wernersville State Hospital, Wernersville, Pa. 171 pages. The Macmillan 
Co., New York, N. Y., 1955. Price $3.75. 


INTRODUCTION TO THERMODYNAMICS OF IRREVERSIBLE PROCESSES, 
by I. Prigogine, D. Sc., Professor, Faculty of Science, University of 
Brussels, Brussels, Belgium. American Lecture Series, Publication 
Number 185, A Monograph in American Lectures in Biochemistry and 
Biophysics, edited by W. Bladergroen, Ir. (Delft), M. A., Ph. D., Sandoz, 
Ltd., Basle, Switzerland. 115 pages; illustrated. Charles C Thomas, 

Publisher, Springfield, Ill., 1955. Price $4.75. 
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HANDBOOK OF TREATMENT, by Harold Thomas Hyman, M. D., Author of 
Integrated Practice of Medicine and Handbook of Differential Diagnosis, 
511 pages. J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $8. 


THE COAGULATION OF BLOOD: METHODS OF STUDY, edited by Leandro 
M. Tocantins, M. D. Prepared with the help and under the sponsorship 
of the Panel on Blood Coagulation of the Committee on Medicine and 
Surgery of the National Academy of Sciences, National Research Coun- 
cil. 240 pages; illustrated. Grune & Stratton, Inc., New York, N. Y,, 
1955. Price $5.75. 


POTASSIUM METABOLISM IN HEALTH AND DISEASE, by Howard L. Holley, 
M. D., Department of Medicine, University of Alabama, Medical-Dental 
Schools, Birmingham, Ala.; and Warner W. Carlson, Ph. D., Department 
of Biochemistry, University of Alabama, Medical-Dental Schools, 
Birmingham, Ala. 131 pages; illustrated. Modern Medical Monographs 
Number 12. Grune & Stratton, Inc., New York, N. Y., 1955. Price $4.50. 


MOSQUITOES, Their Bionomics and Relation to Disease, by William R. Hors- 
fall, Associate Professor of Entomology, University of Illinois. 723 
pages. The Ronald Press Co., New York, N. Y., 1955. Price $16. 


LANGUAGE AND SOCIETY, by Joseph Bram, Professor of Sociology and 
Anthropology, New York University. Doubleday Short Studies in Soci- 
ology, SSS 8. Consulting Editor, Charles H. Page, Professor of Soci- 
ology, Smith College. 66 pages. Doubleday & Co., Inc., Garden City, 
N. Y., 1955. Price $0.95. 


SOCIAL ORGANIZATION, by Scott A. Greer, Research Director, Laboratory 
in Urban Culture, Occidental College. Doubleday Short Studies in Soci- 
ology, SSS 9. Consulting Editor, Charles H. Page, Professor of Soci- 
ology, Smith College. 68 pages. Doubleday & Co., Inc., Garden City, 
N. Y., 1955. Price $0.95. 


ADVANCES IN PEDIATRICS, Volume VII, edited by S. Z. Levine, Cornell 
University Medical College, New York, N. Y. Associate Editors, Jobn 
A. Anderson, Stanford University School of Medicine, San Francisco, 
Calif.; Margaret Dann, Cornell University Medical College, New York; 
A. Ashley Weech, University of Cincinnati College of Medicine, Cin- 
cinnati, Ohio; Myron E. Wegman, Pan American Sanitary Bureau, World 
Health Organization, Washington, D. C.; and Warren E. Wheeler, Chil- 
dren’s Hospital, Columbus, Ohio. 351 pages; illustrated. The Year 
Book Publishers, Inc., Chicago, IIl., 1955. 


STRESS SITUATIONS, edited by Samuel Liebman, M. D., Medical Director, 
North Shore Health Resort, Winnetka, Il1.; Clinical Assistant Professor 
of Psychiatry, University of Illinois College of Medicine. 144 pages. 
J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $3. 


FINANCING HOSPITAL CARE FOR NONWAGE AND LOW-INCOME GROUPS, 
Volume 3 of FINANCING HOSPITAL CARE IN THE UNITED STATES, 
edited by Harry Becker. 110 pages; illustrated. The Blakiston Division, 
McGraw-Hill Book Co., Inc., New York, N. Y., 1955. Price $2.50. 


REGIONAL ENTERITIS, Diagnostic and Therapeutic Considerations, by 
Frederick F. Boyce, M. D., Professor of Clinical Surgery, Tulane Uni- 
versity of Louisiana School of Medicine, New Orleans, La. 84 pages; 
illustrated. J. B. Lippincott Co., Philadelphia, Pa., 1955. Price $2.35. 


AN HISTORICAL CHRONOLOGY OF TUBERCULOSIS, by Richard M. Burke, 
M. D., F. A. C. P., Assistant Professor of Medicine, University of 
Oklahoma School of Medicine, Oklahoma City, Okla.; Director of Tuber- 
culosis Control, Oklahoma State Health Department. 2d edition. 125 
pages; illustrated. Charles C Thomas, Publisher, Springfield, IIl., 
1955. Price $3.75. 
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